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THE JourNAL is published monthly under the 
auspices of the South Carolina Medical Associa- 
tion. Members who do not receive their copies 
will please notify the Managing Editor at once. 
Secretaries of county societies are requested to 
send reports of their meetings, and items of 
news that may be of interest to the profession. 
Original articles are solicited. Articles should be 
type-written; and illustrations sent with articles 
will be printed at the expense of the writer. Re- 
prints will be furnished at the rate of 75c. a 
page for a hundred copies. 


All matter must be in the hands of the editor 
by the roth of each month. 





EDITORIAL COMMENT. 
A CALL TO COUNTY SOCIETIES. 


The Editors of the Journal have been 
very much disappointed at not receiving 
more frequent reports from County So- 
cieties which they had hoped would con- 
stitute an important and useful feature of 
the publication. From many we have 
never heard. Our county organizations 
do not seem to realize the great advan- 
tage of keeping in close touch with one 
another by means of such communica- 
tions. There has been a great awakening. 


We have some live and very active so- 
cieties which are doing splendid work, 
but they will do better work and develop 
a stronger power under the stimulating 
influence of intercourse and discussion. 
Again, these live societies should feel it 
their duty to endeavor to encourage their 
more sluggish brethren to higher effort 
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and to kindle enthusiasm where interest 
and activity are low. Sometime ago we 
read in a daily paper an account of an 
enthusiastic meeting of the Pee Dee Med- 
ical Association held at Florence, but no 
report of this meeting was received by the 
Journal. ‘This is not right. Oconee and 
Charleston want to know what Florence 
and Marlboro are doing, and they need 
the stimulus they will get from an ac- 
count of Pee Dee enthusiasm. 

Let every county society give us a 
monthly report of its proceedings, and let 
each with generous rivalry try to make 
the best showing. There is a-vast amount 
of work to be done, but it needs an active 
and united profession, and no means 
should be neglected that may promote 
unity and increase our strength. 


CONCERNING INDECENT ADVERTIS- 
ING. 


It is good to read that in St. Louis a 
fine has been levied for indecent medical 
advertising, and that the next step will 
be the prosecution of the newspapers 
which insert such advertisements as be- 
ing equally guilty under the ordinance. 
It is a pity that in our cities similar or- 
dinances are not passed to purge our 
own newspapers of their filth. Every 
morning our leading papers treat us to 
such foul and noisome advertisements as 
“Tarrant’s Extract of Cubebs and Capai- 
ala in Capsules—The tasteless, quick and 
thorough cure for gonorrhoea, gleet, 
whites, etc.” “Big G—Cures in I to 5 
days—Guaranteed not to stricture— 
PREVENTS CONTAGION.” An ad- 
vertisement to treat successfully Bladder 
Diseases, Stricture, Varicocele, Specific 
Blood Poison (syphilis), Urinary Disor- 
ders—Juvens’ Tablets for lost manhood, 
etc., ad nauseam. And these things are 
not relegated to some corner where only 
those interested may seek and find, but 
are often distributed among the news 
columns where they are forced upon 
the unwilling eyesight of everybody. 
The newspapers in St. Louis, it is said, 
have paid no attention to the interesting 
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conviction. This, if true, is not surpris- 
ing. In these days of advanced civiliza- 
tion and refined culture money is a neces- 
sity, morals are not. 


A STATE HEALTH OFFICER. 


In his letter of transmissal the chair- 
man of the Executive Committee of the 
State Board of Health gave the endorse- 
ment of the Board to the Governor’s 
proposition to create the position of State 
Health Officer, and at the present ses- 
sion of the General Assembly a bill to 
this effect will be presented. It is pro- 
posed that this officer shall be secretary 
of the Executive Committee of the State 
Board of Health and its executive officer. 
It shall be his duty under the direction 
of the State Board of Health or its chair- 
man to investigate reported outbreaks of 
communicable diseases and to employ 
needful suppressive measures. His ju- 
risdiction shall extend to the quarantin- 
ing of animals in cases of Hydrophobia 
and other animal diseases transmissible 
to man. The State Health Officer shall 
have his office at the state capital in or- 
der to be within easy reach of all parts 
of the state, and he shall be paid a salary 
of $2,000. We believe that such an of- 
ficer would afford valuable assistance in 
carrying out measures for the prevention 
and suppression of epidemic diseases, 
and we heartily commend the proposition. 
We would suggest that all county socie- 
ties send to their respective representa- 
tives an endorsement of the bill and urge 
them to aid its passage. . 


BENJAMIN WALTER TAYLOR, M. D. 


On Dec. 27, 1905, Dr. Benjamin Wal- 
ter Taylor died in his home at Columbia, 
S. C. Having passed the psalmist’s lim- 
it of three score and ten he has gone to 
his long home full of years and honors. 
Dr. Taylor was graduated from the South 
Carolina College in the class of ’55, and 
three years later received his degree of 
Doctor of Medicine from the Medical 
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College of the State of S.C. After grad- 
uating he settled at Columbia to take up 
his life’s work, but when the war broke 
out he offered his services to his state 
and was assigned, with the rank of assis- 
tant surgeon, to Fort Moultrie, where he 
served until the surrender of Fort Sum- 
ter. On the organization of the Hampton 
Legion he was appointed assistant sur- 
geon in that body. When he was pro- 
moted to the rank of surgeon he was 
assigned to the 2nd South Carolina Cav- 
alry, Hampton’s Brigade. In the last 
year of the war he was promoted from 
the position of chief surgeon of division 
to that of medical director of cavalry 
corps, Army of Northern Virginia. Af- 
ter the close of the war Dr. Taylor re- 
turned to his old home, Columbia, with 
which he has been closely identified ever 
since. 

Dr. Taylor has received many honors 
from his profession. In 1875 he was a 
delegate to the Medical Congress which 
met at Philadelphia. He has been presi- 
dent of the South Carolina Medical As- 
sociation ; chairman of the State Board of 
Health; president of the Board of Re- 
gents of the South Carolina Hospital for 
the Insane; medical director of Colum- 
bia Camp U. C. V.; he was a member of 
the American Medical Association; and 
of the Southern Surgical and Gynaecolo- 
gical. Association. Twice, in 1875 and in 
1896, was he president of the Richland 
Co. Medical Society, from which a few 
years ago he received a silver cup in re 
cognition of his valuable services to his ° 


profession. But not only was he hon- 
ored and respected by the members 
of his own profession, his long life 


consecrated to the service of all won 
for him universal love and confidence. 
“Well for him who leaves behind him a 
treasure of love, esteem, honor and admi- 
ration in the memory of men.” 


FOURTH DISTRICT MEDICAL -ASSO- 
CIATION. 


On Monday, February 5th, there will 
be a meeting of all the doctors in the 
fourth Association District in the city 
of Greenville. The meeting will be called 
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to order at noon in the handsome new 
quarters of the Greenville County Medi- 
cal Society, over Bruce & Doster’s drug 
store on Main Street. This meeting will 
mark the formation of the Fourth Dis- 
trict Association, comprising the counties 
of Anderson, Greenville, Oconee, Pick- 
ens, Spartanburg and Union. An inter- 
esting but brief program has been ar- 
ranged, and a fine course dinner will be 
tendered at the leading hotel by the 
County Society to all the visiting physi- 
cians. 

This district organization is to be en- 
tirely informal, and the plan is to have 
no dues whatever. An annual meeting 
will be held, the place of meeting to be 
in one of the counties of the district, and 
the small expense of entertaining will 
thus fall on the members of one county 
society once every six years. 

Every doctor in the district is urged to 
attend, and is requested to notify Dr. J. 
W. Jervey, chairman committee, Green- 
ville, S. C., of the intention to be present, 
as it is desirable to know about how 
many guests will be present. 


. 


ORIGINAL ARTICLES. 


THE PATHOGENIC PROTOZOA. 


G. MC F. MOOD, M. D., CHARLESTON, S. C. 


The Protozoa, though widely distrib- 
uted, being found as parasites in nearly 
all classes of animals, have been satisfac- 
torily proven the etiologic factors in 
but few pathologic processes. The ex- 
tremely complex life cycle of many forms, 
some requiring an interchange of hosts, 
and their strict parasitism prevent the 
culture methods applicable to many 
lower organisms. The life history 
of many of this class of organisms is still 
obscure, or entirely unknown. There is, 
however, much reason for the belief that 
future investigations will show many of 
these obscure forms exciting factors in 
some of the serious infectious diseases 
whose etiology is still unknown. The 
protozoa are unicellular animal organ- 
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isms, varying in size from forms just vis- 
ible to the naked eye to those requiring 
high magnification. They may be di- 
vided into the following four classes: 


I. Sarcodina, or Rhizopoda. 
II. Mastigophora. 

III. Sporozoa. 

IV. Infusoria. 


I. THE SARCODINA OR RHIZOPODA, 


In structure, these are the simplest of 
the Protozoa. The feature characteris- 
tic of this class is that its movements are 
caused by the throwing out of pseudo- 
pods, or false feet, from its body. These 
pseudopods result from protoplasmic ac- 
tivity, which enables the cell to protrude 
any portion of its body. These protru- 
sions becoming fixed, the protoplasm of 
the cell slowly moves in a current into 
the protrusion, which is gradually en- 
larged by it until the entire cell proto- 
plasm has changed to the new position, 
the cell wall being drawn up around it. 
This class feed by the same process of 
throwing pseudopods around particles to 
be incorporated. But one of the Rhizo- 
poda is of interest to us, the “Amoeba 
Dysenterica,” usually known as _ the 
‘“‘Amoeba Coli” (Lésch). This organism 
first discovered by Loésch, in the feces of 
persons suffering from tropic dysentery, 
is, when quiescent, a spheroidal cell, about 
3g times the size of a red blood corpuscle. 
This shape varies with the activity of the 
organism. The protoplasm is granular, 
and usually contains large and small 
vacuoles, which appear as clear areas, 
distinctly outlined. The granules may 
not be evenly distributed through the pro- 
toplasm, but may be confined to one side 
of the cell, the rest looking homo- 
geneous. Again, they may be grouped 
around the vacuoles. Imbedded in this 
protoplasm is a nucleus, rather large and 
granular, but not so conspicuous as the 
vacuoles. 

It is almost impossible to detect this 
organism in cold feces, as it then assumes 
a spheric form, and all movement ceases. 
To detect them, they should be actively 
motile, and to have them thus, certain 
precautions are necessary, the chief of 
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which is to collect the feces in a warm 
vessel, and keep them warm until com- 
pletion of microscopical examination. To 
do this, it is best that they be examined 
immediately on a warm slide on warm 
stage of microscope. If this is not handy, 
the feces may be kept warm by placing 
in a warm, tightly-corked bottle, which is 
immersed in warm water, or better, 
placed in the incubator, and may finally 
be examined, for a few minutes, on a 
warmed slide alone. 

As the rectal mucus is most apt to con- 
tain the organisms, a drop of this is taken 
from the feces, or probably what is better 
a warmed rubber catheter, with several 
irregular holes cut in it, is introduced 
5-6 in. into the rectum and withdrawn, 
when considerable pus, blood and mucus 
will be found adhering to the edges of 
the holes. This is more easily examined 
than when contaminated with feces. 
When examined thus, we find the amoebae 
in active motion, throwing out and re- 
tracting their pseudopods, and gradually 
changing their position. The amoeba is 
best studied with a small amount of light, 
and viewed with an oil immersion lens. 
The amoeba coli probably multiplies by 
fragmentation of the chromatin, some- 
what like the protozoa of malaria, (this 
process will be discussed in connection 
with that organism, as we know more 
about it in this relation), but direct nu- 
clear division may occur. 

The Avenues of Infection by this or- 
ganism are not known, but it probably 
gains entrance through the mouth, and 
mostly in polluted drinking water. As 
the vital resistance of the amoeba coli 
outside of the intestine is slight, they dy- 
ing in a few hours even when placed un- 
der the most favorable conditions, and 
moreover, as it has never been found un- 
associated with dysentery, nor has it been 
cultivated artificially,* the degree of trans- 
missibility from one person to another is 
probably limited. They are probably more 
often taken up from surrounding nature; 





*Since this article went to press the author 
has learned that artificial culture of amoeba 
coli in association with ani bacterium have 
been made. 
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but whether they persist here in some as 
yet unknown vegetative intermediate 
stage, or in an intermediate host, or wheth- 
er after leaving the body they develop per- 
manent forms, is as yet unknown. Nor has 
it been satisfactorily proven to be the 
cause of the disease. Cats and dogs have 
developed typical amoebic dysentery after 
rectal injections of stools containing 
amoebae, and one cat, after feeding upon 
infected feces ; in all cases the amoebae be- 
ing recovered in large numbers. These 
experiments cannot be accepted as proof 
positive when we consider the immense, 
number of bacteria, introduced along 
with the feces, any of which could have 
acted as a causative factor. The organ- 
ism is found, however, in all cases of 
tropical dysentery, and disappears from 
the intestine with the disappearance of 
the disease. Tropical dysentery is rather 
rarely seen by us, and then mostly in 
cases acquired elsewhere (tropical coun- 
tries). It is of most interest to us now 
on account of its prevalence in our newly 
acquired territory, and its introduction 
here by returning soldiers. 
II. MASTIGOPHORA. 

The protozoa of this class are charac- 
terized by the possession of one or more 
motile flagella. 

The Cercomonas Intestinalis is a small 
oval or pear shaped organism, possessing 
one terminal flagellum, and, when alive, 
is seen to be quite active. It has been ob- 
served in evacuations of persons suffer- 
ing from cholera, typhoid fever, and diar- 
rhoea. 

The Trichomonas Vaginalis is also an 
oval or pear shaped organism with a clus- 
ter of flagella at one end, and an undulat- 
ing membrane upon the side. This or- 
ganism is occasionally found in vaginal 
exudate. 

These organisms, though not infre- 
quently observed, have never been proven 
pathogenic. The most interesting or- 
ganism of this class, and one that is path- 
ogenic, is the trypanosome. Organisms 
of this type have been repeatedly ob- 
served in the blood of both wild and do- 
mestic animals for a number of years, 
but their importance was not appreciated 
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until Sir David Bruce, working in South 
Africa, proved conclusively that nagona 
or tsetze fly disease, which is so fatal a 
disease among’ cattle and horses there 
and among the Andes (mal de coderas), 
in South America, is due to a trypano- 
some (which now bears his name), and 
moreover that the disease is spread by a 
tsetze fly, which acts as the intermediate 
host. 

In human medicine its connection with 
sleeping sickness of western and central 
Africa, principally, is of greatest interest 
to us. Up to Nov., 1902, this disease 
was supposed by most investigators to be 
due to Filaria Perstans (Manson), 
though considered by some to be due to 
various animal and vegetable parasites. 
The presence of the latter can be easily 
explained, as entering through ever pres- 
ent bed sores. This supposition was based 
exclusively upon the frequency with 
which it was met in persons suffering 
from sleeping sickness, in spite of the 
fact, that it was found just as frequently 
in those exhibiting no symptoms of the 
disease; and it has been later shown that 
this filaria occurs in regions entirely free 
from sleeping sickness. In November, 
1902, Castellani, working in Uganda, re- 
ported having found a trypanosoma in 
the cerebro-spinal fluid of several—2o 
out of 34—patients with sleeping sick- 
ness, and raised the point whether 
there might not be some connection 
between this parasite and the dis- 
ease. In March, 1903, an English ex- 
pedition (Commission from Royal Soci- 
ety of London) arrived in Uganda, and 
at once grasping the importance of Cas- 
tellani’s observations set to work in con- 
junction with him. 

The cerebro-spinal fluid from several 
hundred persons suffering with sleeping 
sickness was examined, and a trypano- 
some found in each instance. Moreover, 
this trypanosome was found in the cere- 
bro-spinal fluid of no case not suffering 
with sleeping sickness. Later the organ- 
ism was found in the peripheral circu- 
lation. Now, as to the mode of infection: 
After continuous researches, suggested 
by Bruce’s discoveries, it was noticed that 
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the distribution of sleeping sickness—the 
epidemics of which are peculiarly local— 
coincides almost exactly with that of a 
tsetze fly, the “Glossina Palpalis ;’ more- 
over the disease is not found in districts 
free of this fly; which was at once 
suggested as the carrier of the dis- 
ease. The truth of this opinion was 
soon confirmed. Tsetze flies caught, 
in the contaminated district, were placed 
in a cage with mgnkeys, which harbored 
no trypanosoma. All of these monkeys 
soon showed trypanosoma in their blood. 
Moreover, a monkey was inoculated in 
the spinal canal with serebro-spinal fluid 
from a case of sleeping sickness, and five 
weeks afterwards died, with all the symp- 
toms of sleeping sickness, and organisms 
were found in large numbers in cerebro- 
spinal fluid. Later this organism was 
found in the peripheral circulation of per- 
sons not affected with sleeping sickness, 
though it was observed that some of these 
later developed symptoms of the disease. 
About the same time Dutton published a 
description of a fever of an undulating 
type observed among natives of western 
Africa, due also due to a trypanosome— 
“Trypanosoma Gambiense” (Forde). 
The organisms in the two conditions 
are identical, and it is now agreed that 
the disease described by Dutton is simply 
the stage of invasion, so to speak, of 
sleeping sickness, a great number of these 
patients dying finally of sleeping sickness. 
Moreover, the disease produced in mon- 
keys is the same when inoculated with 
either organism. The disease may then 
be divided into two stages, the first in 
which there is an intermittent and irregu- 
lar temperature, and in which the patient 
is able to go around fairly well. During 
this stage the trypanosoma can be found 
in the peripheral circulation, but not in 
the cerebro-spinal fluid (Trypanosomia- 
sis). In the second stage the true symp- 
toms of the disease are seen, when the 
organism can be found in both the circu- 
lation and the cerebro-spinal fluid. How 
the organism gets from the peripheral cir- 
culation into the spinal canal is not known. 
The disease, however, is transmitted from 
diseased to healthy persons by a tsetze fly, 
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Glossina Palpalis, and probably by it 
alone. 

This disease, though rarely observed 
in white people, is of great importance in 
Africa, in one province in the central part 
of which it shas caused 30,000 deaths in 
three years. 

If I may be allowed to digress a little 
from the subject, I will mention a few 
symptoms of this peculiar disease. It has 
along incubation period, sometimes last- 
ing three years, with an average of a few 
months. The first symptom noted is a 
general decrease in the patient’s normal 
activity ; there is headache and vague eph- 
emeral pains, usually localized in upper 
portion of the thorax. The patient’s walk 
becomes unsteady, and speech slow, hesi- 
tating and difficult. There is usually a 
very characteristic quivering of the ton- 
gue, which is sometimes accompanied by 
trembling of the hands. Pyrexia sets 
in, and is from the start, of a remittant 
type with wide oscillation, often reaching 
102-103° F in the evening, and falling to 
normal by morning. The pulse is quick- 
ened, but its tension is lowered. Loss of 
flesh proceeds rapidly, intellectual torpor 
increases more and more, and finally leads 
to continued somnolence. 

Muscular asthenia is gradually followed 
by complete loss of strength, and the pa- 
tient can no longer help himself. The 
sphincters become relaxed, the tempera- 
ture gradually falls below normal, the 
pulse becomes abnormally slow, somno- 
lence merges into coma, more and more 
complete, the patient finally succumbing 
in from four to eight months after the be- 
ginning of the disease. 

The parasites are found by making 
fresh blood preparations, as in malaria, 
or by examining a drop of spinal fluid 
obtained as in meningitis, and are easily 
seen, wriggling across the microscopic 
field, pushing aside the blood-corpuscles. 
In length, the organism varies from about 
twice to four times the diameter of a red 
blood corpuscle. It is spindle shaped, both 
ends tapering gracefully. One end is 
provided with a long flagellum—a con- 
tinuation of an undulating membrane, at- 
tached for nearly the entire length of one 
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side of the body. The body itself is gran- 
ular, and contains a nucleus near its ante- 
rior extremity, a centrosome near its pos- 
terior extremity, and a contractile vacu- 
ole somewhere in its protoplasm. It can 
be easily stained with a weak solution of 
Mythylene-blue, or by any of the methods 
used in staining the plasmodium of mala- 
ria. It is always found in the plasma, 
never having been observed in the cor- 
puscles. They are best observed with an 
oil-immersion objective. This organism 
multiplies by longitudinal or transverse 
division, sometimes by rosette formation, 
the segments gradually growing to ma- 
ture organisms; they probably have a 
sexual cycle of development, as yet un- 
known. 


III. SPOROZOA, 


Sporozoa are animal parasites living at 
some period of their life cycle in the cells 
of their hosts, and are especially charac- 
terized by their reproduction though en- 
cystment and spore formation. They are 
found as parasites in nearly all classes of 
animals. 

On account of their strict parasitism 
and complex life cycles, the life history of 
some of the sporozoa is but imperfectly 
known, and of many, entirely unknown. 
There are several interesting members of 
this class, and future investigations will 
probably add to it many more. One, 
which is of great interest and extreme im- 
portance, and one about which most is 
known, is the Plasmodium Malariae 
(Laveran). 


Our knowledge of this organism has 
been perfected by: 


1. The discovery of the parasite in hu- 
man blood by Laveran. 

2. The discovery of its developmental 
cycle in man (asexual) by Golgi. 

3. The discovery of its developmental 
cycle in the anopheles mosquito (sexual) 
by Ross. 

4. The discovery of the function of 
the flagellate bodies, by MacCollum. 


Three distinct types of malarial organ- 
isms have been demonstrated within hu- 
man erythrocytes. 
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1. The Tertian parasite (Plasmodium 
Vivax). 

2. The Quartan parasite (Plasmodi- 
um Malariae). 

3. The Estivo-Autumnal 
(Leverania Malariae). 


parasite 


These organisms obtain entrance to the 
human system as “blasts” or “embryos,” 
through the puncture made by the pro- 
boscis of an infected mosquito, (genus 
anopheles), escaping with the lubricating 
salivary secretion. These blasts, by some 
attractive force, first adhere to the red 
blood corpuscles, into which they subse- 
quently enter. 

The Tertian parasite appears in the 
erythrocytes, first as small hyaline bodies, 
having ameboid movement, and assuming 
ring, cross, or star shapes. 

The rings are less regular than those of 
the estivo-autumnal organism. As the 
parasite grows, there appears about its 
periphery, pigment granules, of a dark 
brown color, produced by destructive 
changes in the corpuscle, upon which the 
contained parasite preys. With this, the 
red corpuscle swells, and becomes paler. 
Eventually the parasite almost fills the 
corpuscle, the pigment increasing to a 
considerable amount, and moving active- 
ly with the protoplasmic currents. Seg- 
mentation now begins, occurring just prior 
to the paroxysm. The pigment granules 
collect toward the center and become mo- 
tionless, and radiate striations are formed 
in the organism, giving it a rosette-like 
figure, of twelve (12) to twenty (20) 
parts; each part or segment, gradually 
becoming a small spherule, spore or me- 
rozoite. The corpuscle now bursts, and 
the little spherules being set free, begin 
their cycle of development by entering 
new red corpuscles, as minute plasmodia. 
With the spherules, the pigment granules 
are set free, and being taken up and de- 
posited by phagocytes in the viscera 
and deeper layers of the skin, produce the 
peculiar “bronzing” so often found as- 
sociated with the disease. 

This cycle of development requires 48 
hours. The Quartan parasite is similar 
to the tertian, differing in that the pig- 
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ment granules are distinctly darker, 
coarser and less abundant ; moreover, they 
are usually but slightly motile. Slight 
ameboid movements are often discerni- 
ble, but they gradually cease (in about 64 
hrs.), the parasite assuming a round or 
oval shape. This parasite is smaller than 
the tertian, occupying only a portion of 
the red cell which is below normal in 
size. Another peculiarity is that the red 
cells are not markedly decolorized, but on 
the contrary, their color may be intensi- 
fied, or changed to a greenish or brassy 
tinge. 


In about 72 hours segmentation occurs. 
Six (6) to ten (10) segments, and final- 
ly spherules being formed. Pigmented 
intra-cellular bodies are likewise found in 
the blood in Estivo-Autumnal fever, but 
which differ markedly from the tertian 
and quartan parasites. It is smaller, fre- 
quently occurring as rather regular ring- 
shaped, highly refractive bodies, usually 
containing little pigment which in turn 
displays slight if any movement. The or- 
ganism occupies only about 1/3 to 1/4 
of the containing corpuscle, which may 
be irregular, shrunken or crenated, but 
is not decolorized, often exhibiting a 
brassy tint. Although centrally placed 
pigment may be seen, segmentation does 
not occur in the peripheral circulation, 
occurring in the viscera. 

The duration of its cycle of develop- 
ment is indefinite. The cycles of develop- 
ment thus far described, represents the 
asexual cycle, or intra-corporeal develop- 
ment and multiplication of the malarial 
organism which serves to reproduce the 
parasite indefinitely in the blood of a 
diseased person. 

Now to consider the sexual or extra- 
corporeal cycle of development, occurring 
in the stomachs of mosquitoes (ano- 
pheles). It has been observed that cer- 
tain forms of the malarial -parasite take 
no part in the multiplication just de- 
scribed, and which, outside of the body, 
undergo changes which have suggested 
another method of reproduction. These 
forms are large round or oval hyaline or 
pigmented extracorpuscular bodies found 
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in tertian and quartan fevers, and crescen- 
tic oval and spheric bodies, found in es- 
tivo-autumnal fevers. The crescentic 
bodies found in estivo-autumnal fever, 
are rarely found within the red cells; 
sometimes, however, the remains of the 
cell can be seen as a delicate line, extend- 
ing between the horns of the crescent. 
The typical crescent is a highly refractile 
body, somewhat larger than a red blood 
corpuscle, having rounded ends, and con- 
taining fine granules and rods of pigment, 
which is usually motionless and centrally 
collected, but may be aggregated in one 
of the horns. 


Crescents rarely occur in tertian fever. 

The oval and spheric bodies are smal- 
ler than the crescent, but exhibit similar 
features. Analogous to these, are the 
large hyaline and pigmented bodies, found 
in tertian and quartan fever. 


These bodies, after escaping from their 
hosts, the red blood corpuscles, develop 
rapidly, and in the tertian form, may ob- 
tain the size of a polymorphonuclear leu- 
cocyte. The pigmented bodies,contain- 
ing motile pigment in their centres, are 
smaller than the hyaline forms. If blood 
containing these parasites is kept moist, 
and examined after standing 15 or 20 
minutes, the cytoplasm of the granular 
organism is seen suddenly to become 
tumultuous, and to extend elongate fila- 
ments with energetic lashing movements. 
These filaments (Flagella), each contain- 
ing some of the nuclear substance of the 
parent cell, remain attached for a few 
minutes, then break loose, and swim ac- 
tively with a serpentine movement be- 
tween the red corpuscles, and if not fol- 
lowed up and watched closely, are soon 
lost sight of. For a long time these were 
supposed to be some kind of degeneration 
of the parasite, until MacCallum, in fol- 
lowing one of the flagella of Halteridium 
daneleuskyi, found that it advarjced to- 
wards one of the large hyaline bodies, 
and ultimately formed a symbiosis with 
it. The same fact was subsequently de- 
termined for the  tertian malarial 
parasite. This symbiosis is undoubtedly 
a form of sexual fertilization. The large 
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hyaline bodies (females) are therefore 
described as macrogametes, the flagellate 
pigmented forms (males) as microgame- 
tocytes, the flagella as microgametes, and 
the purpose of these extracorpuscular 
bodies made clear. The female parasite 
thus fertilized is called a zygote or zygo- 
cyte. Ross found that this sexual sym- 
biosis, somewhat analogous to the fer- 
tilization of the ovum by the sperma- 
tozoon, took place in the stomach of the 
mosquito, and having with much labor 
determined that the anopheles was the 
proper host of the parasite, discovered 
that the zygocyte then invades the wall 
of the stomach or mid-intestine of the 
mosquito, and lodging there, segments 
and develops a distinct capsule. The 
cystic structure so formed (oocyst) con- 
tains numerous minute rods or sporozoo- 
its, formed by cytoplasmic segmentation. 
This oocyst projects into the coelum cav- 
ity of the mosquito, and finally rupturing, 
discharges into it, the contained sporozoo- 
its or blasts, which are carried thence to 
different portions of the body, and even- 
tually to the salivary glands, from which 
they are introduced with the saliva, into 
any person subsequently stung by the in- 
sect. 

Thus the extracorporeal or sexual cycle 
of development of the parasite is com- 
pleted, and the perpetuation of the organ- 
ism provided for. 

Malarial fever is acquired, so far as we 
at present know, wholly from the bites 
of infected mosquitoes of the genus ano- 
pheles, and it is only when these exist, 
that there is danger of infection. The 
bite of the mosquito, is, in itself, as harm- 
less as that of the common culex, except 
when it has become infected by feeding 
upon some human being suffering from 
malaria. Even after it has become thus 
infected, it is incapable of conveying the 
disease until such time has elapsed that 
the blasts make their appearance in the 
saliva, which, according to temperature, 
varies from 8 to 14 days. Once thus in- 
fected, however, a mosquito remains 
dangerous during the remainder of its 
life, and can infect any number of human 
beings upon whom it may feed. A sin- 
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gle infected human being, similarly. is 
capable of infecting any number of mos- 
quitoes which may feed upon him, and 
leave in a place formely free of malaria, a 
host _of mosquitoes, capable of spreading 
the disease. 


The extermination of the anopheles 
mosquito is all but a hopeless task, as 
they multiply rapidly, have short embry- 
onic lives, and are capable of living and 
breeding in very small quantites of water. 
The destruction of the parasite in infected 
human beings, by the systematic use of 
quinine, will, by preventing the infection 
of new mosquitoes, limit the spread of 
the disease. In a district where the dis- 
ease abounds we can hope to escape in- 
fection only by protecting ourselves from 
infected mosquitoes by proper screening, 
and from the malarial parasite by the use 
of quinine. The diagnosis of the disease 
by the finding of the parasite in the blood, 
is, with a little practice, not difficult. An 
essential is that the blood smear should 
be made as thin as possible, so that the 
red cells will not overlap and pile upon 
each other. but be separate, with a space 
between, and should be made from per- 
fectly freshly drawn blood, as distorted 
and cremated corpuscles are unsatisfac- 
tory. Films thus made dry almost im- 
mediately, and after being fixed and 
stained should be viewed with a 1/12 
oil immersion objective. 

Another sporozoon of some interest, is 
the Piroplasma Hominis, only lately 
found to be the cause of mountain spotted 
fever. This parasite is devoid of pig- 
ment and has an asexual reproduction, 
probably effected by binary division, and 
a sexual phase of development which 
takes place in various species of tick, from 
which, through its bite, the orgeanisni 
gains entrance to the human system. Its 
intracorporeal existence occurs in its host, 
the red blood cell. It is not known 
whether, as in the Piroplasma Bigemi- 
num, the parasite of Texas fever in cat- 
tle, the organism during its developmen- 
tal stages in the tick is able to pass into 
the eggs of the latter, and infect the em- 
bryos. 
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IV. INFUSORIA. 


These are the most highly differenti- 
ated of the protozoa. They have numer- 
ous cilia, which may persist throughout 
life or be replaced by suctoria. They re- 
produce chiefly by fusion or budding. 
Only one of this class is of interest. 

The Balantidium Coli or Paramoecium 
Coli, differs from the mastigophora, in 
that its entire body is covered with fine 
cilia, thickest just around the mouth ori- 
fice, situated at one end which is usually 
more pointed than the other. It is an 
oval organism, measuring about I mm. in 
its greatest diameter; contains a pale nu- 
cleus, and from two to four vesicles. 
Small particles of starch, droplets of fat, 
and miscellaneous food particles, are 
sometimes detected within its cytoplasm. 
By means of its cilia, it moves with a 
rapid darting motion. 

This organism has been known to af- 
fect man in various portions of Europe, 
Asia and North America, in whom it 
caused persistent diarrhoea with ulcera- 
tions of the stomach and intestines, with 
profound anemia. Fatal cases of dysen- 
tery, due to infection with this organism, 
have been reported. Infection with the 
balantidium coli is supposed to occur from 
the dejicta of swine, in whose intestines 
the organism is said to be habitually pres- 
ent. 

The tecnic necessary for its detection 
in feces is identical with that described 
for the detection of the amoeba. 


In the last few years, a great deal of 
interesting and important work has been 
done, with the object of discovering if 
possible the specific etiologic factor of 
yellow fever, and its modes and avenues 
of infection, so that the spread of the dis- 
ease can be more effectually prevented. 
Although thus far, the organism has 
eluded detection, its intermediate host 
has been proven conclusively to be a mos- 
quito, (genus Stegomyia), thus furnish- 
ing the key to the prevention of infection, 
and thus limiting the disease: Future 
investigations will probably show the 
cause of this disease to be a protozoon 
organism, with a life history somewhat 
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similar to that of the plasmodium mala- 
riae. 

Our knowledge of the infectiousness 
of yellow fever is quite definite. The pa- 
tient can convey the disease to the mos- 
quito only during the first three days of 
sickness, (not during the incubation pe- 
riod, or after the 3rd day of the disease). 

Again, the mosquito after feeding up- 
on a yellow fever patient during these first 
three days is not itself capable of trans- 
mitting the disease for from 12 to 18 
days, depending upon temperature. They 
are capable, however, of infecting non-im- 
munes, probably for the remainder of 
their lives. Moreover, the incubation 
period in the human subject has been ac- 
curately determined, varying from 41 
hours to 5 days, 17 hours. 

In 1903, the myxococcidium Stego- 
myiae, was, by its discoverers, advanced 
as the cause of the disease, but was sub- 
sequently demonstrated to be a wild yeast 
cell. 


In 1905, Pothier, Hume, Watson and 
Couret, working in New Orleans, report- 
ed finding certain previously undescribed 
cells in the blood of yellow fever patients, 
found only during the first three days of 
the disease, except in one instance, when 
they were found on the fourth day. 

These cells were likewise found in the 
stomachs of recently infected mosquitoes. 

Future investigations will decide the 
significance of these findings. 





THE DIAGNOSIS OF DISEASE _ RE- 
SULTANT UPON LESIONS IN THE 
VASCULAR SYSTEM.* 


WM. P. CORNELL, M. D., 


CHARLESTON, S. C, 


Gentlemen :—In presenting this paper 
for your discussion my object is to em- 
phasize the importance of using all the 
means and methods at our command, and 
especially the stethoscope, in arriving at 


* Read before the Medical Society of S. C. of 
Charleston Co., Jan. 15, 1906. 
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a conclusion as to the character and ex- 
tent of injury present in the vascular sys- 
tem. 

The surgeon who through carelessness 
fails to provide sufficient or suitable in- 
struments for an operation, and so sub- 
jects his patient to needless and harmful 
prolongation of time on the table, does or 
should feel the responsibilities of his neg- 
lect—in like manner the physician should 
appreciate that the stethoscope as well as 
the thermometer are instruments without 
which he cannot hope to do justice to his 
patient. How often have we been satis- 
fied to simply place our ear to a patient’s 
chest, and, listening through his or her 
clothing, (including corsets in the case 
of a woman), and hearing no murmur, 
hastily conclude that the heart is normal? 
And yet the most serious damage may be 
present and be impossible of recogni- 
tion by means of auscultation alone, even 
if a stethoscope has been used on the 
naked chest. 

Who would attempt to diagnose an in- 
cipient tubercular lesion in an apex with 
his naked ear, and especially through the 
patient’s clothing? And yet heart affec- 
tions at times present more difficulties in 
diagnosis than the most incipient tuber- 
cular lesion in that we have no tempera- 
ture to help out, no microscopical pos- 
sibilities and no history of exposure to 
fall back on, and must depend solely on 
our powers of observation and knowl- 
edge of physiology. 

Just as in the management of a case 
presenting cardiac disease the therapeusis 
is directed in main to relieving conditions 
existing at a distance from the heart, so 
should our attention in making a diag- 
nosis be particularly devoted to ascer- 
taining what secondary effects have re- 
sulted from a leakage or obstruction at a 
certain valve. 

The diagnosis that such or such a valve 
is affected is the least important part of 
the final conclusion arrived at as to the 
patient’s present condition and future 
prosperity. 

In order to avoid a lengthy paper I will 
as briefly as possible discuss the most es- 
sential points to be considered in the di- 








1€3S 
in- 
ub- 
iful 
; or 
leg- 
yuld 
l as 
lout 
his 
itis- 
nt’s 
her 
case 
nur, 
nal ? 
y be 
eni- 
oven 
the 


1 in- 
with 
. the 
ffec- 
Ss inl 
tber- 
yera- 
pos- 
e to 
y on 
owl- 


cas 
eusi 
tions 
‘t, so 
diag- 
scer- 
e re- 
ata 


mn 7% 


valve 
rt of 
9 the 
uture 


I will 
st es- 
1e di- 








January, 1906. 


agnosis of a case suffering from the ef- 
fects of a heart lesion. 

To begin with, a patient should be ques- 
tioned closely regarding slight dyspnoea 
on exertion, slight cough, tightness of the 
shoes, changes in the daily output of 
urine, evidences of indigestion, menstrual 
disorders, palpitation, and attacks of diz- 
ziness. Most of these being the result, in 
these cases, of passive congestion of the 
various viscera with lowering of their 
functionating powers. 

Inspection: Next the chest should be 
bared sufficiently to at least observe the 
entire precordial area; and the cardiac 
impulse is studied as to its position, extent 
of area, and rapidity; remembering that 
in adults it is normally in the 5th space, 
inside of left nipple line, of an area of 
about 1 sq. inch; and that in children it is 
high and in the aged low in position. A 
misplaced impulse always means an ab- 
normal condition, either of the heart or 
of surrounding viscera, unless we have 
a condition of dextrocardia or situs inveér- 
sus. All cardiac diseases are not associ- 
ated with displaced apex beat. Exclud- 
ing all causes outside of the vascular sys- 
tem, we may say that an impulse found 
lower than normal and to the left indi- 
cates enlargement of the left ventricle, 
or else aneurism of the arch displacing 
the heart downward, whereas enlarge- 
ment of the right ventricle will cause the 
impulse to be to the left but not down- 
ward, 

We must remember also that the left 
border of the heart is from % to 3% inch 
further to the left than the visible or pal- 
pable impulse. 


Visible epigastric pulsation, seen beside 
the xiphoid, and formerly thougnt to be 
due to the right ventricle enlargement, is 
now known to occur normally, and also 
to be due to the low heart of arterio-scle- 
rosis. 

In states of anaemia, owing to retrac- 
tions of the overlying tongue of lung, we 
get a visible pulsation to the left of the 
sternum in the second and third spaces. 

A wavy impulse travelling over several 
rib-spaces usually denotes a dilated right 
heart. 
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Visible pulsation in the veins of the 
neck, if systolic, means tricuspid regur- 
gitation. 

Systolic flushing with diastolic pallor of 
the surface capillaries, as under the nails, 
denotes usually either aortic regurgita- 
tion or lowered arterial tension. Violent 
throbbing of carotids or temporals is seen 
in pure aortic regurgitation, and at times 
in great hypertrophy of left ventricle, 
also in arterio-sclerosis, especially of arch. 

Palpation tells us whether we have a 
strong heart action as in hypertrophy, by 
the powerful, heaving beat, or the weak 
heart-action of dilation with its diffuse 
slap; again, mitral stenosis gives us a sud- 
den tap, whereas aortic stenosis gives us a 
slow thrust. 

Thrills of mitral or of aortic stenosis 
are distinctive and their possible presence 
alone should call for palpation being 
made. 


Percussion alone is of little service, but 
in some cases, taken in conjunction with 
the other methods of examining, is inval- 
uable, (i. e., in cases of ill-defined mitral 
stenosis, where we would probably get the 
negative evidence of non-enlargement of 
the left ventricle, or again in suspected 
aneurismal enlargements, dullness over 
upper sternum is strongly suggestive. 

Auscultation intelligently and properly 
performed is probably our most valuable 
measure in discerning these conditions 
but the mere determining of the presence 
or absence of a valvular murmur is prob- 
ably the /east important point in our 
search, 

The careful and minute study of the 
several valve-closure sounds is highly im- 
portant as indicative of the blood pres- 
sure in the system beyond and because it 
is this very raising or lowering of the 
blood pressure which works most of the 
damage to the system at large. 

The cause of the normal first-sound of 
the heart is not definitely known, but the 
most common belief is that two factors 
are present in its production, Ist, the con- 
traction of the heart muscle itself, and, 
2nd, the sudden taughtening of the mitral 
curtains. This is important, in that we 
shall see later on that in certain condi- 
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tions of the heart muscle this sound be- 
comes purely valvular, like that of the 2nd 
sound of the heart which is caused solely 
by the closure of the aortic and pulmon- 
ary valves acting together. 

When listening at the apex, the Ist 
sound is longer and duller, booming and 
more intense than the 2nd, which is 
shorter, less intense and snapping. The 
second sound at the base is still more 
snappy and intense. 

If in listening at the apex we get ap- 
parent lengthening and increase in inten- 
sity of the Ist sound, we know that the 
left venticle is over-acting (acting more 
powerfully) and, throwing out ordinary 
exertion or excitement, we think Ist of 
dilatation of the left ventricle and next of 
hypertrophy of left ventricle. Mitral 
stenosis causes the first sound to appear 
like a very sharp slap. 

If, instead of a long, intense Ist sound 
we get a short and weakened one, we pre- 
sume that the muscle of the ventricle is 
weakened ,which would account for the 
loss of the muscle element of the sound, 
and only the taughtening of the mitral 
cusps produces the sound, which is short 
and sharp in character. 

This condition is found in the weak 
heart of continued fevers, in fatty heart, 
in emphysema and in pericardial effu- 
sions. 

If in listening at the base, we get ap- 
parent accentuation of the 2nd aortic 
sound, and we must remember that this 
is normally louder than the pulmonic 2nd, 
in all over 60 years of age, and in most 
over 40. It indicates increased arterial 
tension beyond the valve, and produces 
directly increased work for the left ven- 
tricle, and so points indirectly to Hyper- 
trophy of this organ, because, any or- 
gan which is called upon to produce more 
work, will, so long as its nutrition is un- 
impaired, manifest increased power for 
work, by hypertrophying. This accentu- 
ation of the 2nd aortic sound is also seen 
in diseases of the aorta as aneurism or 
dilatation. 

Weakening of the 2nd aortic sound in- 
dicates either great relaxation of the peri- 
pheral resistance, or else, and more 
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commonly, less blood thrown into the 
aorta, so that the recoil is not so strong, as 
seen in mitral disease, especially stenosis, 
also aortic stenosis, espec. if pure, or 
again in any weakened condition of the 
left ventricle, as from myo-carditis or 
heart failure (pneumonia ). 

Changes in the rhythm of the heart’s 
action in certain conditions give very 
valuable data for prognosis, and enable 
us to try and combat such condition as is 
evidenced by the special disturbance. For 
instance, the tick tack rhythm heard in 
the typhoid state means incomplete dias- 
tole and would probably call for digi- 
talis, to strengthen the weakened heart, or 
better perhaps, glonoin to lower, or ad- 
renalin to raise peripheral arterial pres- 
sure, and so hasten the circulation and 
lessen the congestion. 

Gallop Rhythm means short diastole 
with doubling of the Ist or 2nd sound, 
and when permanent indicates grave car- 
diac weakness. 

Doubling of the 2nd or basic sound in- 
dicates increased pressure beyond and de- 
layed systole of the ventricle whose valve 
sound is the last; owing to the resistance, 
the ventricle takes a little longer to empty 
itself. 

In mitral stenosis, an important diag- 
nostic sign is doubling of the 2nd sound, 
as heard at the apex, its cause possibly be- 
ing due to the congested state of the pul- 
monary circulation and its consequent de- 
laying of the systole of the right ventricle; 
or else, the-left ventricle having less 
blood, empties itself more rapidly, or pos- 
sibly both conditions exist at the one 
time. 

This is supposition on my part, as the 
text books examined state that the cause 
for this doubling is unknown. 

We now come to the discussion of car- 
diac murmurs, the recognition of which 
as such I have said makes one of the least 
important of our sum total of diagnostic 
data. 

The most important evidence we seek 
is the condition of the heart as a whole, 
its state of nutrition especially, and then 
what degree of compensation exists, and 
in what condition are the general system- 





, 1906. 


» the 
ig, as 
10sis, 
, Or 
f the 
Ss or 


2art’s 
very 
nable 
as is 
For 
-d in 
dias- 
digi- 
rt, or 
r ad- 
pres- 
and 


istole 
und, 
. car- 


d in- 
d de- 
valve 
ance, 
mpty 


diag- 
und, 
y be- 
: pul- 
it de- 
ricle; 

less 
 pos- 

one 


s the 
cause 


f car- 
vhich 
least 
10stic 


seek 
‘hole, 
then 
, and 
stem- 





January, 1906. 


ic arteries, for no matter how splendid 
the condition of the heart itself may be, if 
the arteries are diseased we know that 
the heart will ever after be overworked, 
and its failure will be inevitable—“a man 
is as old as his arteries.” 

The localization of a murmur isn’t al- 
ways an easy matter, and at times is im- 
possible. The first point in their study 
is to determine their rhythm, i. e., systolic 
or diastolic. 

There can be only two murmurs at 
each valve, and one must be systolic and 
the other diastolic. All murmurs are 
caused by obstruction to the flow of the 
blood through the valve, therefore if we 
hear a murmur at a given valve on sys- 
tole when we know that normally no 
blood should go through that valve with 
systole, we conclude that regurgitation is 
taking place: for example, mitral regur- 
gitation. 

Again, if we hear a murmur at a given 
valve on systole, and know that normally 
the blood does go through that valve 
with systole, there must be an obstruc- 
tion, because the blood makes no sound 
while passing through a normal valve: 
for example, aortic stenosis. 

These principles hold true with dias- 
tolic murmurs, and if our knowledge of 
the physiology of the heart, and of the 
normal direction of the blood current 
with systole and diastole is not at fault, 
we should be able in simple uncompli- 
cated cases to readily determine the rhy- 
thm of a murmur. 

Next, we determine the seat, or the 
valve-area at which the murmur is pro- 
duced, by its intensity or loudness, and 
by its direction of transmission, and if 
we remember that the blood causes and 
carries the murmur, the transmission 
should not, in simple cases, be difficult to 
determine. 

So we see that all murmurs have 
three points by which they are distin- 
guished: rhythm, seat, and transmission. 
A murmur systolic in rhythm, seat at the 
aortic area, and transmission upward 
with the blood current, cannot mean any 
other valve lesion than aortic stenosis. 

The louder a murmur the better 
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pleased we should be, because it denotes 
a strong heart propelling a strong cur- 
rent of blood, except in cases of acute 
valvulitis before compensation is estab- 
lished, in which case, increasing loudness 
may mean progressive lesion. 

Therefore, the gradual disappearance 
of a murmur known to be due to an or- 
ganic lesion is a grave sign, and its re- 
turn to loudness is a hopeful prognostic. 

Again, we are often called to patients 
in whom we know a valvular lesion ex- 
ists and find their heart acting so weakly 
that no murmur is produced; but in a few 
days, if the patient lies quietly in bed, 
the heart will become stronger and the 
murmur audible. 

Therefore, the most important point 
about the loudness of a murmur is its 
increase or decrease in loudness while 
under observation, and not its loudness 
at any one time. 

As to their quality: Soft blowing mur- 
murs usually are heard in regurgitation, 
while harsh, churning murmurs usually 
mean stenosis. 

Musical murmurs are very rarely 
heard except in organic lesions. 

If the valve-closure sound is wholly 
displaced by a murmur, it usually denotes 
a great amount of destruction to the 
valve, and therefore is a bad prognostic, 
in that greater effort at compensation 
must be made. 


Effect of position, exercise, and re- 
spiration upon murmurs: 

Some systolic murmurs which are in- 
audible while sitting or standing, may be 
easily heard in the recumbent posture. 

Some pre-systolic murmurs which are 
easily heard while sitting or standing, 
may disappear on lying down. 

Diastolic murr..zrs are not much af- 
fected by change of position, but are 
usually best heard in the upright posture. 

Murmurs inaudible at rest, and 
brought out by exercise, are usually 
from a slight lesion. 

Organic murmurs are usually heard 
loudest at the end of expiration. 

We now come to the discussion of the 
so-called Functional Murmurs, or those 
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in which no organic lesion can be found 
to account for their production. 

These are also spoken of as Haemic, 
and as Accidental Murmurs. 

Their cause is a temporary or perma- 
nent dilatation of the Conus Arteriosus, 
or else pressure or suction exerted upon 
the overlapping lung margins by the 
heart contractions. 

The recognition of haemic murmurs 
is much simplified if we can remember 
their eight characteristics, which are: 


Ist. Systolic in rhythm (99%). 

2nd. Site at pulmonic area in second 
left space, though at times their point of 
maximum intensity may be at the apex 
or aortic areas. 

3rd. In quality they are almost always 
soft and blowing (and remember that a 
systolic basic organic murmur must mean 
stenosis, and stenotic murmurs are usually 
harsh and loud, and may be musical.) 

4th. Functional murmurs are _ not 
transmitted outside of the precordial area. 

5th. They are not associated with se- 
condary changes in the heart, such as en- 
largement, or accentuation of the pul- 
monic second sound. Again, it is im- 
portant to remember in this connection, 
that in chlorosis, owing to retraction of 
the tongue of lung that normally over- 
laps the pulmonic area, the pulmonic 
valve-closure sound may be accentuated. 

6th. Functional murmurs are usually 
associated with anaemia, though they 
may be present without blood changes, 
and very often are absent in the perni- 
cious forms of anaemia. 

7th. They are louder at end of inspira- 
tion. 

8th. They are very evanescent in char- 
acter: that is, they may appear after any 
violent exertion, such as a boat race, and 
last only a very few days. 

The so called Cardio-Respiratory mur- 
mur is very often heard, and in a hasty 
examination could easily lead to a grave 
mistake in diagnosis. 

It is caused by the heart beating 
against overlying lung tissue, and dis- 
placing some of the contained air. 

This murmur may be heard in almost 
any region, but is especially common un- 
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der the left clavicle, at the angle of the 
left scapula and at the apex. 

It is almost always systolic in rhythm 
and especially loud at the end of inspira- 
tion, and is markedly affected by getting 
the patient to exhale and then hold his 
breath, when it should cease. 

As mentioned, valvular lesions are of 
two kinds, stenotic and regurgitant, and 
it is of importance to recognize which of 
these is present, because they produce dif- 
ferent secondary effects in the various 
chambers of the heart. 


A stenosis always and _ invariably 
means that organic change which is irre- 
parable has taken place, and therefore 
tells us that the heart will always have to 
work in compensation. 


A regurgitation, on the other hand, 
may be perfectly curable and the heart 
may regain its normal functionating 
powers and cease to work in compensa- 
tion, and thereby regain its reserve-force. 

For example, in typhoid fever, pro- 
longed toxaemia may so weaken the heart 
muscle that its chambers finally dilate, 
and the muscles to which the chordae ten- 
diniae are attached become stretched to 
allow the mitral cusps to fly back into 
the left auricle, or the dilatation may be 
so great as to produce with it dilatation 
of the mitral ring, so that the valve can- 
not completely close the opening. In these 
cases, if the patient recovers from the ty- 
phoid, and remains at rest long enough, 
the heart muscle may regain its tone, 
the papilary muscles become shortened 
back to normal, and the mitral ring re- 
gains its normal size, and so the regurgi- 
tation becomes checked, and finally the 
heart returns to normal. 


By recognizing such a condition we 
can reassure our patient and gain his 
cheerful consent to perhaps a prolonged 
stay in bed, and the effect upon his con- 
valescence of the knowledge that his 
heart condition is curable must be very 
different than if he is simply told that his 
heart has become seriously affected, and 
that if he moves about it may suddenly 
stop beating. 

Again, the earlier diagnosis between 
stenosis and regurgitation is made the 
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better we can control the degree of en- 
largement and the consequent loss of the 
reserve energy of the heart necessary to 
the establishment of compensation. 

In stenosis we have an organic lesion 
producing obstruction to the flow of 
blood through the diseased valve (say the 
mitral), and we know that almost always 
a stenotic lesion is very slowly produced. 

Now, the first effect of such a lesion 
is that the left auricle has to work more 
powerfully in order to empty itself 
through its narrowed outlet, and it be- 
comes hypertrophied, and because the le- 
sion is slowly produced, and the orifice 
of outlet slowly narrowed, the auricle 
has plenty of time to become hypertroph- 
ied, and so of itself may thoroughly com- 
pensate for years; and we know that wo- 
men, in whom this lesion is especially 
common, owing to their comparatively 
quiet lives as regards physical exercise 
live many years without ever con- 
sulting a physician; and all because of the 
gradual onset of the lesion and the abun- 
dance of time allowed the left auricle in 
which to compensate, so that they have 
not suffered with any of the usual symp- 
toms of marked congestion of the lungs 
and brain. 

I have said that this class of women 
do not consult the physician, but they do 
very frequently go to the gynaecologist 
complaining of disturbances of their men- 
strual periods; and they will usually be 
found to be rather thin than otherwise, 
with evidences of malnutrition, and of a 
sallow color. 

The cause of these symptoms is to be 
found in the fact that, owing to the ob- 
struction at the mitral orifice, the left au- 
ricle could not completely empty itself 
into the left ventricle, and therefore the 
left ventricle did not have quite a normal 
quantity of blood to send forth into the 
general circulation for the maintenance 
of the nutrition of the body at large. 
Hence these slight and gradually pro- 
duced distant signs which should always 
call for a careful examination of the heart 
as well as of the pelvic regions. 

On the other hand, we meet in its in- 
cipiency a case of mitral regurgitation, 
and recognize at once the absolute impor- 
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tance of immediate treatment, the object 
of which is to obtain compensation, if 
possible, without the development of dila- 
tation, and this can only be accomplished 
by absolute rest in the recumbent position. 

Dilatation, and not hypertrophy, of the 
left auricle is the first effect of a mitral 
regurgitation, because immediately after 
the auricle contracts, the ventricular con- 
traction begins, and in doing so forces a 
quantity of blood back into the auricle, 
which is at the same time receiving its 
normal supply from the lungs through 
the pulmonary veins. Now, during this 
inrush of blood from two sources, the 
auricle is relaxed, and therefore the more 
easily over distended or stretched, just as 
in boxing, a light blow on the body of a 
man off his balance will floor him, and 
here we have the auricle off its balance or 
relaxed so that it cannot resist the dis- 
tending influence of the inrushing blood, 
and by the time its systole commences its 
fibres are already over stretched, and still 
they have to contract with more than nor- 
mal force to eject the more than normal 
amount of contents. The inevitable re- 
sult is still further stretching of the mus- 
cle fibres and consequent dilatation of the 
chambre. 

But here the reserve force asserts it- 
self and the auricular walls hypertrophy 
and become stronger, in order to properly 
eject the contents. 

During the time that this dilatation or 
hypertrophy is taking place, there is a 
damming back into the pulmonary veins 
and congestion in the lungs, which con- 
gestion, besides causing such symptoms 
as cough and dyspnoea, especially on ex- 
ertion, which makes the left ventricle con- 
tract more frequently and forcibly, and so 
increases the congestion in the lung, in- 
creases the work of the right ventricle 
which hypertrophies, and, as stated in the 
beginning of this paper, this hypertrophy 
is recognized by the accentuation of the 
second pulmonic sound. 

From the foregoing, you can see how 
in mitral regurgitation an early diagnosis 
and the immediate institution of treat- 
ment can prevent to a great measure the 
serious secondary results. 

The first effect of rest is to lessen the 
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number of cardiac contractions 40,000 a 
day; this lengthens the long pause of the 
heart rhythm and allows the blood in the 
left auricle more time to enter the left 
ventricle; the emptying of the auricle al- 
lows more of the dammed up pulmonary 
circulation to drain into the auricle, and 
this lessening of the congestion of the 
lungs relieves the strain on the right ven- 
tricle, which in turn will stop in its pro- 
cess of becoming hypertrophied. 


This hypertrophy is what takes place 
in untreated cases, but in very early cases, 
as immediately after an infectious dis- 
ease, as an acute rheumatism, or diphthe- 
ria, we can, by keeping the patients in 
bed, limit the amount of dilatation in the 
left auricle and allow it alone to become 
hypertrophied, which is the whole aim of 
our treatment. We cannot treat the le- 
sion in the valve itself, unless it be by les- 
sening any irritating effect which might 
ensue from the passage of a strong blood 
current over the inflamed area. 

The symptoms and signs of mitral sten- 
osis and regurgitation due to secondary 
changes behind the lesion are essentially 
the same and due to the same causes, and 
differ only in the earliness of their ap- 
pearance, being usually delayed in steno- 
sis, maybe for years, and the first sign is 
accentuation of the 2nd pulmonic sound, 
without which the diagnosis of a mitral 
murmur due to organic lesion should not 
generally be made. 

_In front of the lesion we have the signs 
varying in the two conditions. In steno- 
sis the left ventricle has less work to do, 
owing to less blood entering through the 
stenosed orifice, therefore it does not en- 
large, and, if anything, atrophies some- 
what, and so we will not have the apex 
beat misplaced until the right ventricle 
becomes enlarged, and then it will be dis- 
placed to the left, but not downward. 
Whereas, in regurgitation, the left ventri- 
cle has to work harder in order to make 
up for the lost or regurgitating stream, 
and also because the auricle, when it does 
contract, forces more blood than normal 
into the relaxed ventricle which increases 
its work, and so the ventricle becomes hy- 
pertrophied, and the apex beat is seen to 





be misplaced both outward and down- 
ward, but especially downward. 

In lesions at the aortic valve, or in fact 
any valve, the secondary changes in the 
various heart cavities and bodily viscera 
are due to the same causes as already out- 
lined, and as long as sufficient hyper- 
trophy exists to maintain compensation 
the patient will not complain, and treat- 
ment, other than hygienic and supportive, 
is uncalled for. 

If called to a case in which compensa- 
tion is well established, we will usually 
be able to tell which circulation is im- 
peded : namely, if the right ventricle is the 
one enlarged, it points to resistance in 
the pulmonary circulation, and we will 
hear the accentuation of the pulmonic 
second sound, whereas, if the left ventri- 
cle is hypertrophied, it indicates resistance 
to the general arterial circulation, and we 
will get accentuation of the aortic se- 
cond sound. 

Some authors state that the diagnosis 
of chronic nephritis should not be made 
unless on examining the heart we get ac- 
centuated aortic second sound with some 
evidences of hypertrophy of. the left 
ventricle, and a pulse of continued high 
tension. 

Finally, and it may be years, in most 
cases the heart, handicapped as it is by 
leakage, or obstruction at its valve or 
valves, becomes worn out by its efforts to 
maintain the circulation. 

The usual causes of this failure seem 
to be either dilatation and weakening of 
the heart walls, or else malnutrition of the 
heart muscle from disease of the caronary 
arteries. 

But whatever the cause, the result of 
broken compensation is veinous stosis, in 
the form of oedema or dropsy of various 
organs. 

This dropsy is seen first in the legs 
with left ventricular failure, and in the 
lungs, manifested by dyspnoea, cyanosis, 
cough and hemoptysis, if the right ventri- 
cle has failed. 


Other symptoms demanding an exami- 
nation of the heart and all due to the 
same cause, venous stasis, are ascites; 
hemorrhoids, enlarged spleen, chronic in- 
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digestion, pallor, headaches, scanty 
urme, enlarged liver, and very often vari- 
cose veins, and as before mentioned, dis- 
turbances of menstruation. 

As to the differential diagnosis of the 
various valvular lesions, I will consider 
but one that of aortic stenosis, which 
frequently may be confused with affec- 
tions such as atheroma, aneurism or di- 
latation of the arch of the aorta; both on 
palpation may give a thrill at the second 
right space; both may, on auscultation, 
give a systolic murmur over the aortic- 
valve area which is transmitted with the 
blood current upward into the vessels of 
the neck, and both conditions will produce 
hypertrophy of the left ventricle. But 
the pulse, and the character of the aortic 
second sound are distinctive in each. 

In aortic-stenosis, owing to the nar- 
rowed opening, the left ventricle takes 
longer to empty itself and so sends a slow 
stream of blood into the aorta: this gives 
the characteristic pulse of stenosis, namely 
a slowed pulse, which rises gradually un- 
der the finger, and which is small. 

Also, because of the slowness and 
smallness of the current thrown into the 
aorta, the recoil against the aortic valve 
is weak, and we get therefore an aortic 
second sound of diminished intensity. 

In disease of the arch, on the other 
hand, the pulse is apt to be hard and 
bounding; hard, because general arterio- 
sclerosis is now thought to be associated 
with a similar disease of the aortic arch, 
and bounding, because the enlarged ven- 
tricle having no obstruction at its outlet, 
the aortic valve sends a strong wave of 
blood with each contraction into the gen- 
eral circulation. Again, because of this 
strong wave being thrown into the aorta, 
the recoil is correspondingly strong, and 
we get a markedly accentuated aortic- 
valve-closure sound. 


One more point and I have finished. I 
believe that it is stated that an aortic re- 
gurgitant murmur is transmitted into the 
vessels of the limbs; this does not seem 
rational to me, and I have never been 
able to find it so. Duroziez’s sign of aor- 
tic regurgitation is obtained by producing 
a construction in the wall of the femoral 
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artery by pressing the bell of the stetho- 
scope down upon the vessel, when a sys- 
tolic as well as a diastolic murmur will 
be heard, the latter being due to the re- 
gurgitating blood stream meeting with 
the obstruction caused by the stethoscope. 
But this murmur is not the sound pro- 
duced at the aortic valve by blood several 
feet in front of that part of the current 
causing the murmur. 


APPENDICITIS.* 


A. B. BAKER, M. D., CHARLESTON, S. C. 


The literature on this subject is so ex- 
tensive that to do justice to it, I fear, 
would make this paper too long. There 
is no disease of the present age which 
concerns the laity as well as the physician 
more than this, which is largely due, I 
expect, to its sudden onset, its treacherous 
nature, and often even its fatal termina- 
tion. I quote from M. H. Richardson, who 
said, “I am firmly convinced that appendi- 
citis is the most important acute abdomi- 
nal disease of the present time, and that, 
excluding certain zymotic diseases, it is 
the cause of more deaths than any other 
abdominal disease.’’ Before going into the 
more practical feature of the subject I 
wish to mention briefly the history of 
appendicitis. It was not until the year 
1824 that the vermiform appendix re- 
ceived recognition as an organ suscepti- 
ble to disease. Sixty years elapsed before 
it was clearly and generally understood. 
Not until 1886 was this inflammatory af- 
fection known to be so fatal in its termi- 
nation. The treatment of an appendicitis 
by means of celiotomy thus assumed im- 
portance from the moment the true na- 
ture of the disease began to be under- 
stood, and the frequent opening of the ab- 
dominal cavity supplied in its turn oppor- 
tunities for the investigation of the dis- 
ease in all its stages, which have hereto- 
fore been lacking. 

Etiology: The predisposing causes may 





* Read before the Charleston Medical Club, 
July 6, 1905. 
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be local or general. I will only mention 
the most common factors uniting to call 
forth an attack of an appendicitis. Ede- 
bohls claims that the floating kidney is 
quite a frequent agent in producing this 
disease. He believes a kidney acts as an 
exciting cause indirectly through dis- 
turbances to the circulation owing to com- 
pression of the superior mesenteric ves- 
sels. C. Beck, on the other hand, believes 
that the kidney acts as a direct cause by 
the pressure on the appendix itself. 

W. P. Manton states that in his expe- 
rience the movable kidney is the most fre- 
quent cause of chronic appendicitis. 

C. P. Noble, in 100 operations in cases 
of movable kidneys, did not observe six 
cases of appendicitis. Appendicitis is a 
disease distinctly of early life. It is not 
rare in children, but is most common be- 
tween the ages of 10 and 30 years. Af- 
ter this period there is a rapid decrease in 
the number of cases, although it is by 
no means rare even in advanced life. The 
analysis of a large number of cases de- 
monstrates the greater liability of the 
male sex to appendicitis. The combined 
statistics of several authors give a per- 
centage of 75 in males and 25 in females. 
The negro race, apparently, from statis- 
tics, is comparatively exempt from this 
disease. S. C. Briggs, of Nashville, 
Tenn., out of several hundred operations 
for appendicitis could recall only one in 
‘a negro. H. J. Inge, of Mobile, Ala- 
bama, out of 146 operations had but one 
in a negro, and by inquiry among other 
physicians found its occurrence in this 
race equally rare in their experience. 

C. B. Noble, of Atlanta, has never op- 
erated on a negro for appendicitis. E. L. 
Hill, of Montgomery, Alabama, (“in the 
black belt’), says that only four cases 
had occurred among the negroes of that 
city with a population of 9,000, and found 
that the physician who had been consult- 
ing for a number of years at Booker 
Washington’s school where there were 
about 1,400 students, did not remember 
to have ever seen a case there. The phy- 
sician in charge of 800 prisoners at one 
of the Alabama coal mines states that ap- 
pendicitis is unknown among them. The 


explanation given for this relative ex- 
emption of the negro is that his diet is 
simpfe. They take a great deal more 
outdoor exercise. Disorders of diges- 
tion have the most important influence in 
determining an acute attack of appendi- 
citis. In many cases there is a history of 
chronic constipation. Sometimes an 
acute attack comes on shortly after a 
hearty meal of unsuitable food. Some- 
times diarrhoea with symptoms of acute 
enterocolitis may precede an attack of 
appendicitis. 

Trauma is a direct factor in the causa- 
tion of some cases of appendicitis more 
often than has been supposed. Indirect 
injury, such as straining and heavy lift- 
ing, is a more common cause than a direct 
blow. Foreign bodies and concretions 
are also exciting causes. 

A few years ago the origin of appendi- 
citis was frequently thought to be due to 
foreign bodies: namely, the seeds of va- 
rious fruits, etc. Now there is a general 
recognition that foreign bodies are com- 
paratively rare, and that concretions al- 
though present in a considerable number 
of cases, probably play an infrequent 
causative role in the disease. Recently 
considerable attention has been directed 
to the relation existing between intestinal 
parasites and appendicitis. Lumbricoid 
worms and other varieties have been 
found in the appendix. 

Symptoms: Any attempt at describ- 
ing the symptomatology of appendicitis 
must be preceded by the statement 
that any or even most of its characteristic 
symptoms may be absent in the beginning 
of any given case, or even through its 
entire course. Symptoms of the most 
pronounced character accompany certain 
lesions in one case, and fail to appear in 
another. 


S. W. Gay characterizes appendicitis 
as the most treacherous of known dis- 
eases, insidious in its manifestations, un- 
certain in its career, and liable to sudden 
changes which at any moment may put 
the patient in condition of extreme peril. 
It is a matter of common experience to 
find a mild attack which is apparently sub- 
siding develop symptoms of the gravest 
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significance, while in other cases the most 
grave symptoms are sometimes followed 
by speedy recovery. 

Acute appendicitis may have a sudden 
onset, or it may be insidious in character 
being ushered in with symptoms of mod- 
erate severity which steadily grow worse, 
or it may possibly exhibit occasional re- 
mission. In a number of cases a feeling 
of general malaise precedes the onset of 
the attack. The early symptoms may in- 
clude pain, tenderness, rigidity, muscle- 
spasm, nausea, vomiting and constitu- 
tional disturbances; distension and tu- 
mor may also be present. The time at 
which these symptoms appear, however, 
is variable, and some of them. may never 
occur at all. The most constant, most 
characteristic, and the most important 
symptoms of all are pain and rigidity. 
Pain, tenderness and rigidity are properly 
called the cardinal symptoms of appendi- 
citis, and they demand the first and most 
careful consideration. There are, how- 
ever, other symptoms which generally oc- 
cur and which may have a positive value. 
The most important of these are gastro- 
intestinal disturbance, elevation of tem- 
perature, and altered pulse rate. The 
general constitutional symptoms also are 
often of great significance. 

We find the pulse is of greater impor- 
tance than the temperature as an indica- 
tion of the condition of the patient and as 
a guide to prognosis, and more especially 
the relation of the pulse rate to the tem- 
perature. A very rapid pulse is always a 
grave symptom, and a rapid pulse out of 
proportion to the amount of fever usually 
foretells a fatal termination. 

As regards chronic appendicitis, it may 
follow an acute attack or the symptoms 
may be chronic from the beginning. The 
chronic relapsing form in which the pa- 
tient is never well is subject to more or 
less acute exacerbations. Constipation is 
one of the most constant symptoms of 
chronic appendicitis, and is often most 
obstinate. With it there are frequently 
more or less marked dyspeptic symptoms, 
especially after indulging in certain arti- 
cles of food. 

Diagnosis: Kelly says that appendi- 
citis is by far the most common in- 
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flammatory disease of the abdomen, espe- 
cially in men under 30, and in children of 
both sexes. When the cardinal symp- 
toms present themselves, viz, sudden 
acute abdominal pain, tenderness on pres- 
sure over or near McBurney’s point, and 
localized muscular rigidity, the diagnosis 
of appendicitis is justified in the major- 
ity of cases. Other symptoms, such as 
nausea and vomiting, constipation or di- 
arrhoea, elevation of temperature and ac- 
celeration of pulse make the diagnosis 
more sure, and the presence of a tumor 
puts it beyond doubt. 

If after 24 hours the patient seems to 
be getting worse instead of better com- 
plications may usually be expected; if af- 
ter 36 or 48 hours there is a continuation 
of high fever and a corresponding rapid 
pulse suppuration or general infection is 
to be expected. A rapidly increasing 
pulse rate, especially when out of propor- 
tion to the degree of fever is one of the 
most urgent symptoms of seriousness. 

Differential Diagnosis: The most im- 
portant sources of error are the acute vis- 
ceral affections, especially those which re- 
sult in peritonitis. From cases of renal 
and gall stone colic, twisting of an ova- 
rian pedicle, torsion of a movable kidney, 
general peritonitis and intestinal obstruc- 
tion the most experienced surgeon finds it 
at times difficult to make a diagnosis. 

In perforations of gastro-intestinal ul- 
cers or of other viscera, the symptoms are 
most commonly referred to the umbilical 
or epigastric regions, and in the absence 
of the history pointing to these regions 
the differential diagnosis is often impos- 
sible without an explorative operation. 

Lead colic also may be mistaken for ap- 
pendicitis and vice versa. Tubercular 
peritonitis, both in the chronic and acute 
forms, may simulate appendicitis. Float- 
ing kidney has been mistaken for appen- 
dicitis, and several instances have been 
recorded in which the true condition was 
only discovered at operation. It is there- 
fore essential in the presence of floating 
kidney to definitely exclude the presence 
of appendicitis. Renal calculus may pro- 
duce symptoms closely simulating acute 
or chronic appendicitis, 

Brewer, of N. Y., refers to three cases 
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in which a diagnosis was made of appen- 
dicitis which proved to be cases of uretal 
and renal calculi. 

Every surgeon of wide experience has 
had cases in which it was exceedingly 
difficult and often impossible without an 
exploratory section to differentiate be- 
tween appendicitis and acute or chronic 
diseases of the gall bladder and its ducts. 

As regards gynecological diseases, the 
pelvic organs in women form the most 
important class of cases liable to be mis- 
taken for appendicitis and wice versa. 

Pneumonia and pleurisy, particularly 
in children, may be ushered in with acute 
abdominal symptoms, and _ operations 
have been performed for supposed ap- 
pendicitis. 

This paper would not be complete with- 
out reference to leucocytosis as an aid in 
diagnosing appendicitis. In certain ob- 
scure adbominal conditions the leucocyte 
count may be of great assistance in diag- 
nosing this disease. A count of 20,000 
or more in a case exhibiting very mild 
signs and symtoms is not infrequent. 
This enables the surgeons to estimate the 
gravity of the patient’s condition, when 
without its aid both surgeon and patient 
might be misled. A low leucocyte count 
on the other hand must not mislead the 
surgeon. -Our present knowledge does 
not furnish any definite rules for the use 
of the leucocyte count in diagnosis, and 
the following general rules should be ap- 
plied only after taking into account the 
history, symptoms, physical signs and all 
other factors usually considered in each 
individual case. 


In acute appendicitis without compli- 
cations it may be generally stated that 
the leucocyte count increases with the 
severity of the disease, and that increas- 
ing leucocytosis indicates an increasing 
inflammation. The contrary, however, 
does not always hold true. <A high leuco- 
cyte count in the first 24 hours excites 
grave apprehension, for it is suggestive 
of a severe inflammation with perhaps a 
gangrenous appendix. A leucocyte count 
above 15,000 occurring at the end of an 
attack, when the local symptoms have al- 
most disappeared generally indicates lo- 
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calized pus. When local abscess forma- 
tion occurs in the early stages the leuco- 
cyte count as a rule is very high, above 
15,000. With a chronic abscess the count 
is usually low, but it often fluctuates with 
exacerbations of the local symptoms. 

The leucocyte count is a most valuable 
aid in making a differential diagnosis 
where doubt rests between acute appendi- 
citis and typhoid fever, at its onset with 
a temporary focussing of the symptoms 
in the right iliac fossa. The leucocyte 
count in typhoid fever is always low, the 
highest point being from 8,000 to 10,000, 
The count never mounts up but tends to 
descend rapidly. 

Before proceeding to consider the ques- 
tion of operation, let us consider briefly 
what remedies may be applied in any case 
until the services of a surgeon can be se 
cured as well as the best measures of re- 
lief in cases which do not require op- 
eration. 

The first step which is of prime impor- 
tance in the treatment is to put the patient 
to bed, keep him quiet, and regulate his 
diet. Ice should be applied locally over 
the right iliac fossa. Some surgeons are 
still loud in their praises of the advan- 
tages accruing from free purgation, es- 
pecially with saline cathartics. The opin- 
ion of most, however, is in favor of keep- 
ing the bowels entirely at rest, in order 
to check peristalsis. When using opium 
it must be constantly borne in mind that 
large doses have the disadvantage of ob- 
scuring the clinical picture, and conceal- 
ing the real condition of the patient. It 
relieves the pain and sensitiveness only 
in an artificial way. 

Dr. Worcester says there is only one 
logical treatment of the disease, viz., “ex- 
cision of the diseased organ as soon as 
the diagnosis is made.” 

Kelly says that no case of appendicitis 
where an operation was necessary was 
ever operated on too soon, and when the 
decision to operate is made no considera- 
tion however plausible should be admitted 
as a reason for necessary delay. 

Operations are classified according to 
the stage of the disease at which they are 
performed. There are four, viz., early 
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operations, performed at the very outset; 
intermediate operations performed from 
the second to the fifth day; late opera- 
tions performed after sufficient time has 
elapsed for the formation of an abscess; 
and interval operations performed be- 
tween the attacks. 

The ideal time for operation for ap- 
pendicitis is within the first few hours, 
and not later than the first 24, when the 
organ can readily be detached from the 
surrounding structures, and before the 
formation of an exudation or of an ab- 
scess with adhesions among the bowels. 
It must always be remembered with the 
present condition of our knowledge how 
rapid the progress of an appendicitis 
will be. 

In one case of Finney’s a hospital nurse 
was seized with her first attack of pain 
shortly after coming on duty in the morn- 
ing, and the operation performed within 
three hours after the apparent onset 
showed the appendix gangrenous on one 
side and ready to perforate. Some of the 
advantages of early operation may be 
summed up as follows: It is safest because 
it can never be foreseen which cases may 
go on to suppuration, and which may not. 
And again fatal complications may arise 
at any moment absolutely without warn- 
ing. The operation is far more easily 
done which lessens the possibility of evil 
results, and the patient is spared days of 
suffering, and is blessed with a rapid 
recovery instead of a protracted conva- 
lescence of weeks or months. Again the 
liability to recurrent attacks is obviated. 
An early operation obviates the risk of 
hernia which is so common in suppura- 
tive cases. 

Halsey says “if a case is on the rise, 
operate, if it is on the fall you may wait. 
If a case is falling, but not fast enough 
one is prone to operate to relieve anxiety.” 

Finney says, “The surgeon is himself 
never so unhappy as when watching an 
appendicitis which has not been operated 
upon.” 

Abbe declares “when the diagnosis is 
made is the time to operate, for there is 
no case of appendicitis that can be trusted 
no matter how simple the symptoms seem 
to be.” 
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Richardson also finds himself more and 
more inclined to operate at any stage of 
disease, no matter when it is detected. 

Kelly says “to wait the 24 hours period 
often worked detrimentally by convey- 
ing the impression that no serious lesion 
or extension of the disease can take place 
within the first 24 hours, when there is 
abundant evidence to the contrary. If we 
must fix a date, it would be better to fix a 
two hour rule, and call two hours a safe 
period.” 

Incisions.—It may be laid down as a 
general rule that the appendix may be 
reached in all cases where a liberal inci- 
sion is made anywhere in the right lower 
portion of the abdomen. The conditions 
necessitating operations must influence 
the choice of incisions. A number of dif- 
ferent incisions have been employed by 
surgeons of ability and experience, viz., 
the median incision which was employed 
in all the earliest operations for the re- 
moval of the appendix, the vertical inci- 
sion, Fowler’s oblique incision, Roux’s 
oblique incision, McBurney’s, or the grid- 
iron, the incision in the semi-lunar line, 
Morris’ short incision, Edebohl’s lumbar 
incision, ete. 

My method is to use McBurney’s 
incision when no pus-is present. The ad- 
vantage of this incision, is that the pa- 
tient can be permitted to get up on the 
eighth or ninth day, and leave the institu- 
tion on the tenth day. 

With an experience of sixty-five cases 
permitted to go home at this early date 
I have not met with any evil results such 
as hernia, etc. 

The care of the stump has much to do 
with the safety of the operation and the 
good results obtained. A number of 
improved methods for removal of the 
appendix in simpe ulncomplicated cases 
are now in use. Many of these operations, 
though different in detail, may be classi- 
fied in the following groups: 

1. Ligation, excision and 
tion with stump projecting. 

2. Ligation, excision and sterilization 
with depression of stump. 

3. Inversion of stump. 

4. Inversion of the entire unopened 
appendix. 


steriliza- 
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5. Amputation flush with the cecum. 

6. Amputation by means of the cau- 
tery. 

My experience has largely been with 


the “Inversion of the stump” method. 
This appeals to me in that it is easily and 
quickly done and there are no raw sur- 
faces left exposed to form adhesions, etc. 





COUNTY NEWS. 
Greenville. 


The Greenville Co. Med. Society held its an- 
nual meeting on Dec. 4th, when the following 
officers were chosen for the ensuing year. 

President, Dr. C. C. Jones; vice-president, 
Dr. C. T. J. Giles; secretary. Dr. J. Adams 
Hayne; treasurer, Dr G H. Bottum. Dr. Joseph 
B. Earle was elected member of the Board of 
Censors. 

Over twenty members were present and a 
most satisfactory paper on “Diphtheria” was 
read by Dr. J. Adams Hayne, which was followed 
by a spirited discussion. 

Dr. J. Wilkinson Jervey introduced a _ reso- 
lution relative to the prosecution of “quacks” 
and unlicensed doctors, and something will be 
done at once to rid the county of its many 
troubles in this hne. 

Steps were also taken to more firmly bind to- 
gether the physicians of the upper counties of 
South Carolina. An invitation will be sent to 
the various countv ‘societies to meet in Greenville 
in February, and it is hoped that regular meet- 
ings of the same character car he arranged for 
the future. 

If so, they will be held in different places in 
rotation. 


Greenwood. 


The Greenwood Co. Medical Society met on 
Dec. 4th, with a full attendance. The following 
officers were elected for the coming year: 

President, John Lyon; first vice-president, Wil- 
lie T. Jones; second vice-president. W. P. Bar- 
ratt; secretary and treasurer, Dr. J. B. Hughey. 





Marboro. 


The Annual meeting of the Malboro County 
Medical Society was held at Bennettsville on 
the 19th inst. Drs. J. L. Napier, Faison. Jordan. 
Moore. Kinney, Crosland, D. Hamer, Townsend, 
Reedy and Reese were present. 

The following officers were re-elected for 1906: 

President. Dr. J. F. Kinney, Bennettsville; 
vice-president, Dr. W. M. Reedy, Clio; secretary 
and treasurer, J. H. Reese. Tatum. 

Drs. J. A. Faison, A. S. Townsend and W. J. 
Crosland were appointed committee on Public 
Health and Legislation. 

After adjournment. the Society dined in a 
body: at the hotel. 
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Spartanburg. 


The regular monthly meeting of the Spartan- 
burg Co. Medical Association was held on Dec. 
22nd, 1905. Papers were read by Dr. J. F. Wil- 
liams on “Broncho-Pneumonia,” and Dr. Hamil- 
ton on “Acute Glossitis.” Both papers brought 
forth much discussion. 

Officers for the ensuing year were elected as 
follows: 


President, Dr. J. H. Allen; vice-president, Dr. 
W. J. Chapman; treasurer, Dr. J. L. Jeffries; 
secretary. Dr. O. W. Leonard. 

The retiring president, Dr. J. O. Vernon, and 
Dr. J. E. Edwards, were appointed to prepare 
papers for the regular meeting in January, 1906. 

A very pleasant incident of the meeting was 
the presentation of a handsome and costly silver 
service to Dr. O. ‘W. Leonard as a token of ap- 
preciation of his devoted services as secretary. 
The presentation was made by Dr. F. L. Potts 
on behalf of the Society. 

Dr. Potts said: “Mr. President and gentlemen 
of the Spartanburg County Medical Society. It 
is perhaps known to eyery member of this so- 
ciety that but few men are qualified to make a 
good secretary. Hence it follows that the medi- 
cal profession has a very small percentage of 
its number to offer for this important position, 
but I am glad to say that this organization is an 


exception and has among its members one who ' 


is capable of performing this function for any 
kind of organization. as good perhaps as any 
of our brethren of the legal profession. No doubt 
our present secretary deserves more credit for 
the present flourishing condition of our associa- 
tion than anyone else; he has labored long and 
faithfully; he has shown signs of enthusiasm in 
every meeting, and his suggestions have made 
our meetings most pleasant and profitable. and 
to him the honor is due. You know, gentlemen 
that this society would be the very best in South 
Carolina 1f Dr. Leonard could successfully infuse 
some of his enthusiasm to each member—the 
same enthusiasm that he clearly manifests at 
every meeting. Gentlemen, he is a good member, 
a good secretary, and I assure you he is a most 
excellent physician. At the last meeting of the 
Spartanburg County Medical Society. in the tem- 
porary absence of our secretary. a motion was 
made and unanimously carried that we in some 
way show our appreciation to Dr. Leonard for 
his faithful and efficient performance of duty. 
To you, Dr. Leonard, in behalf of the Spartan- 
burg Medical Society, I present this token of our 
appreciation, which only partially expresses our 
gratitude to you for services faithfully rendered. 
and with its giving we individually and collec- 
tively wish for you that continued success which 
your ability and skill deserve.” 

Dr. Leonard was deeply moved by such marked 
evidence of his associates’ good-will and esteem; 
and made a very feeling response. 

The Societv is in a very flourishing condition, 
and the meetings are well attended. It has next 
to the largest membership of any County in the 
State. and efforts are being made/’to get every 
reputable. legally qualified physician in the Coun- 
ty to join. 

Dr. O. W. Leonard has been appointed a mem- 
ber of the National Auxiliary Congressional Com- 
mittee of the American Medical Association to 
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serve in and for the County of Spartanburg for 
the year 1906. 

Dr. T. E. Mott, resident of Spartanburg and 
and the oldest member of tiie society, is seriously 
ill. 


MARRIAGES. 


On Wednesday, Dec. 27th, 1905, at 
Edgefield, S. C., Dr. John Gibson Ed- 
wards to Miss Ellamays Allen. 


A GREAT WORK. 


WHAT A COUNTY SOCIETY MAY DO. 


The following letter from one of the 
leading surgeons of Indiana contains so 
much of interest to county societies, in- 
dicating what may be done in any section 
where as many as three or four wide- 
awake men can be gotten together, that 
we are glad to put it before the profes- 
sion. “What one man has done, other 
men can do.” 


VALPARAISO, IND., Dec. 21, 1905. 
Dr. J. N. McCormack, Chairman Committee on 
Organization, Bowling Green, Ky. 


Dear Doctor :—Your letter asking me to elab- 
orate our plan of Post Graduate work here, with 
the view that such an account may be used in 
inducing other medical societies to do likewise 
has been received. 

I am greatly pleased to have the privilege to 
do this. not only for your personal gratification, 
but for the reason that I am confident that it will 
redound to the very great credit of such societies 
as deem it wise to adopt our plan, as well as to 
the individual members. It will enable them to 
do better and more efficient work for the public 
as a whole, and aid each individual physician in 
rendering the best possible service to the unfortu- 
nate sick. 

Our work was begun two years ago by getting 
every physician interested in becoming more fa- 
miliar with scientific and practical knowledge 
which would be an advantage to him at the bed- 
side and which would broaden him as a physi- 
cian. With this end in view, we rented a room, 
formed a club, and endeavored in every way to 
appeal to and build up the social, scientific, and 
material spirit and welfare of the profession. 
From every point of view I desire to report that 
we have been eminently successful. 

In carrying out this plan we divided our work 
in such a way that each physician was required 
to act as a teacher of some special subject, and 
all the others took their places as students once 
more. Anatomy and Surgery was assigned to 
one, Physiology and Practice to another, and so 
on through the list of subjects—one fundamental 
and one practical branch to each teacher. Our 
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meetings were held twice a week, regular les- 
sons were assigned, and we were expected to be 
present and give one hour’s time to the recita- 
tion and study of such subjects as were assigned 
to that evening. In this way we were enabled not 
only to exchange individual views as to what we 
believed, but could always have some good medi- 
cal authority to place us right if it was found 
that we were wrong. This plan proved very de- 
sirable and we soon learned that the teacher of 
the topic derived far greater benefit from his 
course, for the reason that he was required to 
study more to hold his ground, often against the 
combined opinion of his class. 

After going along in this way for a time it be- 
came apparent that our faculty ‘should be changed 
from time to time, in order that the teachers 
should become proficient in more than one sub- 
ject. I desire to report to you that we found this 
most satisfactory, and that it has resulted in 
marked improvement in the attainments of every 
member of our profession, which means of course 
of the profession as a whole. 

The social feature of our plan has done as 
much, if not more, for the good of the profession, 
as the scientific work. I am now able to say 
that we have no one in this country not on the 
ject. I desire to report to you that we found this 
condition is because they actually desire to be 
friendly. 

In addition we have kept up our regular society 
meetings, always with increased interest, and 
althouch ours is not one of the large counties, I 
feel safe in saying that we have one of the best, 
if not the best, socitetv in the State of Indiana, 
and we are resolved to go on and make it still 
better. 

In connection with this work it did not take us 
long to determine that. in consideration of the 
increase in the cost of living in recent years, we 
were not being adequately paid for our services, 
and we concluded that it was only just that the 
fees should be increased one-half. In order that 
this might be uniform we all signed the schedule 
definitely fixing the price of services for both day 
and night and had +hic published. It went into 
effect without a single ripple and has been strictly 
maintained. I have never heard a complaint on 
the part of the public or of the agreement being 
violated by any member. In fact, the public 
seems to understand the necessity for the change, 
largely for the reason that it knew we were mak- 
ing an heroic effort to give the people better ser- 
vice. The results have been that our incomes 
have heen increased bv one-half. and that night 
work has heen reduced to a minimum, giving us 
the evenings for post graduate work and to spend 
with our families. While we have not accom- 
plished all that we set out to do, we have certainly 
made rapid progress, and are not to stop or falter 
until our ideals are attained. 

Probably this very crude plan might be greatly 
elaborated and improved. but it has worked so 
well, and given such wniversal satisfaction here 
that I am sure none of us would be willing to 
disturb our present satisfactory condition. 

Should you be able to use what we have done 
as an incentive for others, or to elaborate it for 
the promotion of medical organization, you will 
have the very best wishes of every member of 
our profession in doing so. With personal best 
wishes, 

I am most sincerely yours, 
DAVID J. LORING, M. D. 
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NOTES AND REVIEWS. 


PRACTICE OF MEDICINE AND CLIN- 
ICAL MEDICINE. 


JOHN L. DAWSON. M. D. 


ALBUMINURIA IN NEPHRITIS AND BRIGHT’S DISEASE. 


Dr. Alfred Stegel, of Philadelphia, in an_ar- 
ticle, “Albuminuria in Nephritis and Bright's Dis- 
ease,” in the Journal of the American Medical 
Association for Jany. 6th, says: 

“  * * Albuminuria is an extremely common 
occurrence in various general diseases ,and that, 
though it may in a sense indicate an inflamma- 
tory condition of the kidney. such inflammation 
or nephritis may be of merely pathologic rather 
than of clinical significance, unless the albumen 
is considerable in amount and more or less con- 
stant in occurrence. The nature of the accom- 
panying tube casts must not be relied on too 
greatly to determine the seriousness of the renal 
lesion. and in particular the presence of an ac- 
casional hyaline cast or even the frequent oc- 
currence of such must not be regarded with too 
much apprehension. The modern method of 
centrifugation and the consequent examination 
of quite fresh urine increases the likelihood of 
our finding casts, and there is often difficulty in 
distinguishing between the insignificant cylindroid 
of the mildest grades of renal irritation and the 
definite hyaline cast of more dreaded disease. 
Even the latter, however, is so frequent in cases 
of arterio sclerosis, cardiac disease, hepatic dis- 
ease, jaundice and gouty affections without se- 
rious renal disease that its significance is more 
or less trivial, unless general clinical conditions 
accentuate the importance of its presence. I do 
not wish to convey the wrong impression that 
I estimate lightly the importance of urinary ex- 
amination; far from it. But 1 know from much 
experience that a trace of albumin is too often 
magnified in importance in the physician's mind, 
and that the clinical conditions as a whole are not 
sufficiently considered. Above all things it is 
important in cases of suspected renal disease that 
the urine be repeatedly examined and its con- 
stant or fluctuating condition be taken into ac- 
count. 


FEVER DURING MENSTRUATION AN EARLY SIGN OF 
TUBERCULOSIS. 


Franck announced four years ago that a rise 
in temperature preceding or during menstruation 
is a strong presumptive sign of a morbid process 
somewhere in the body. It points especially to 
tuberculosis, and if the woman is anaemic and 
thin with a tendency to sweat and to catch cold 
readily, the physician will do well to inagurate 
anti-tuberculosis treatment or to recommend a 
sanatorium, super-feeding or a course of cinnamic 
acid or iron and arsenic. He is convinced that 
the normal limit of temperature is 37.5 C. (99.5 
F.), measured in the rectum, and that even a 
fraction of a dgree above this is fever. Sabou- 
rin and Kraus have also recently pointed out 
the importance of fever during menstruation 


as an early sign of tuberculosis. Measured in 
the rectum a fraction of a degree above normal 
may be due to the hyperemia of some inflamma- 
tory affection in the adnexa, but as such can 
be excluded, the assumption is in favor of tu- 
berculosis—Berliner Klinische. Wochenschrift, 
Berlin. 


HABITUS PHTHISCUS AND TUBERCULOUS DYSPEPSIA, 


Stiller has found that the floating tenth rib, 
which he long ago proclaimed to be a sign of 
the asthenic habitus, is also a sign of a consump- 
tive tendency. This kind of body supplies a pre- 
disposition to tuberculosis as well as to nervous 
dyspepsia. The individual whose build stamps 
him as a candidate for tuberculosis is also a 
candidate for nervous dyspepsia. This explains 
why tuberculosis 1s complicated with dyspepsia 
in from 7o to go per cent. of all cases. He has 
found that the degree of movability and the ex- 
tent of the defect in the tenth rib is an index of 
the extent of the dyspepsia and nervousness. p 
extreme degrees, the ninth rib may be movable al- 
so, and the eleventh and twelfth ribs may move 
much more freely than common. He has observed 
a number of cases in which apparently healthy in- 
dividuals sank into a condition of severe dys- 
pepsia, neurasthenia and emaciation in conse- 
quence of some trivial stomach or intestinal trou- 
ble—in one instance a tapeworm. They lost ra- 
pidly from forty to sixty pounds or more, and 
years were required to regain their former weight. 
Signs of gastroptosis or nephroptosis developed 
in most of them. Some constitutional disease or 
latent cancer seemed probable, but the rib stig- 
ma showed that the individual was hereditarily 
burdened with a tendency to dyspepsia and nu- 
tritional disturbances. Circumstances had been 
so favorable hitherto that he had kept at the high- 
est limit until some accident upset him. In such 
cases there must be not only a lack of stability 
in the digestive, but also in the assimilating or- 
gans, probably due to participation of the intes- 
tinal sympathetic system in the asthenia of the 
central nervous system. This serious tendency 
is revealed solely and alone, he claims. by the 
rib stigma in an otherwise robust physical de- 
velopoment.—Berliner Klinische Wochenschrift, 
Berlin. 


MATERIA MEDICA AND THERA- 
PEUTICS. 





J. L. NAPIER, M. D. 


ERYSIPELAS TREATED BY INJECTIONS OF ANTISTREP- 
TOCOCCUS SERUM. 


In the Medical Record of March 4, 1905. Ayer 
reaches the following conclusions: 


1. That the administration of antistreptococcus 
serum shortens considerably the course of an un 
complicated attack of erysipelas. 

2. That it tends to inhibit extension of the 
disease. 

3. That it has a strikingly beneficial effect 
upon the general condition of the patient, reduc- 
ine the temperature, pain, and discomfort inci- 
dental to the disease. 
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4. That it rapidly reduces the pathological leu- 
cocytosis. 

5. That it prevents or suppresses febrile ai- 
buminuria. 

6. That its use is attended with no danger, 
even in large doses. 

7. That the only disagreeable symptom refera- 
ble to the serum observed by the writer is a 
transient eruption which occasionally occurs at 
the site of the injection. 

8. That the efficacy of the serum treatment 1s 
in direct ratio to the length of time which has 
elapsed between the onset of the disease and the 
first injection of serum.—Therapeutic Gasette, 
June, 1905. 


THE MORNING DOSE OF SALINE 


For the majority of people past middle life. 
and especially for those who suffer from fer- 
mentive indigestion, particularly of the lower 
bowels, as so many do, I want to emphasize the 
importance of the morning toilet, or rather of 
flushing of the bowel with a well diluted, non- 
irritating saline. Its action is first to unload the 
congested capillaries of the mucosa, and then to 
sweep out the accumulated debris, leaving the 
bowel fresh for the duties of the day. 

To accomplish this a saline should be taken the 
first thing in the morning, a heaping teaspoonful. 
more or less as needed, of a good preparation. 
dissolved in a half-glass of cool water, and 
drunk during effervescence. Taken in this way 
(the more carbonic acid gas the better) one half 
hour before breakfast (time very important), it 
should act within two hours after breakfast, get- 
ting entirely out of the stomach before it receives 
food, thus flushing the entire canal for the digest- 
ive work of the day. 

The best of all salines for this purpose is gran- 
ular effervescent magnesium sulphate, c. p. Just 
enough should be taken to produce the desired ef- 
fect one good, free. satisfying, gratifying, evacua- 
tion of a semi-solid consistency. Taking enough, 
and just enough, and taking it regularly under 
the conditions as outlined, no habit is established 
and the dose will not have to be increased. If 
irritating preparations are used, or if it is taken 
in any other way than suggested, this will not be 
the case. It is astonishing how much can be 
accomplished in the maintenance of health by the 
regular use of this preparation as outlined. Here 
is a pointer not only for many, many patients, 
but for the doctor himself as well. Should there 
be need for anything but the flushing, there may 
well be added to the toilet, other things in the 
way of digestives, general stimulants, ete... as 
have been so many times outlined —Exchange. 


BACTERIOLOGY AND PATHOLOGY. 





G. MC F. MOOD, M. D. 





ACTION OF VARIOUS SUBSTANCES ON PURE CULTURES 
OF AMOEBA COLI, 


J. B. Thomas (Amer. Jour. Med. Sciences, 
January, ’06) reports the action of various sub- 
stances on pure cultures of the amoeba dysente- 


riae. Two series of tests were employed, using 
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amoeba No. 11,524, standard amoeba, Musgrave 
and Clegg, grown in pure strains in symbiosis 
with a single variety of bacteria, the cholera 
spirillum. The first series of experiments was 
made by pouring the solutions to be tested over 
the surfaces of 48 hour slant cultures of the 
amoeba, on the special agar medium, recom- 
mended by Musgrave and Clegg, and at the end 
of ten, twenty, thirty or sixty minutes, pouring 
off the solution, washing the surface, and making 
transplants to fresh media. 

The second series of tests was made with the 
organisms grown as above, but suspended in a 
fluid. Contro's were used in each instance. Re- 
sults were as follows: 


Thymol, 1:2500, destroyed the amoebae in 15 
minutes, the cholera spirilla being effected only 
moderately. 

Succinic peroxide acid, 1:1000; permanganate 
of potash. 1:2000; sulphate of quinine, 1 :500; ni- 
trate of silver, 1:2000; argyrol, 1:506; and pro- 
targol, 1:500, deterred the growth of the cultures 
within 30 minutes. This action, in the case of the 
silver salts and the succinic peroxidé acid was 
due to destruction or inhibition of the growth 
of the symbiotic cholera spirillum. 

Tannic acid, 1:100; and sulphate of copper, 
1:2000, only moderately deterred the growth of 
the amoeba and spirilla. 

Other substances used: boric acid, eucalyptol, 
ichthyol, oil of cassia, and infusion of quassia, had 
slight, if any, effect upon the amoeba. 


INOCULABILITY OF CANCER. 


Bashford, Murray and Cramer (Berliner 
Klinische Wochenschrift, Nov. 13, ’05, N. Y. 
Med. Jour. and Phila. Med. Jour., Dec. 23, ’05) 
report having made 10,000 inoculation experi- 
ments, and have shown that only the cancer of 
the mouse is inoculable. The authors conclude 
that their experiments show that the malignity of 
a tumor is not directly dependent upon intracellu- 
lar properties. 


THE CAUSE OF TICK FEVER. 

Dutton and Todd (British Med. Jour., Nov. 11, 
‘os, N. Y. and Phila. Med. Jour., Dec. 2, ’os) state 
that the cause of tick fever 1s a spirillum, -proba- 
bly identical with the spirochaeta obermeieri, and 
is transmitted by the horse tick, the ornithodoras 
moutaba. 

The fever declares itself suddenly with a fron- 
tal headache. boneache, backache, loss of appe- 
tite and vomiting. There are usually three or 
four febrile attacks. lasting three or four days, 
with an interval of from five to nineteen days be- 
tween each. Temperature rises to 104° F., or 
105° F., and attacks end in a profuse perspiration. 
The most pronounced feature of the ailment is 
the prostration, and the terrible feeling of de- 
pression, during the febrile attacks. Equally 
marked is the sudden return to good health 
when the temperature falls. 
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OBSTETRICS AND PEDIATRICS. 


LANE MULLALLY, M. D. 


PREGNANCY ASSOCIATED WITH DIABETES. 

Magnus Tate (Am. Jour. Obstet. & Dis. of 
Women and Children) after quoting the opin- 
ions of various investigators on this subject says 
that it is essential in grouping our cases to draw 
a distinct line between sugar in the urine due to 
lactose and diabetic urine. 


When large quantities of urine are being passed 
heavily loaded with sugar and other symptoms 
of diabetes are present we have a grave conci- 
tion before us. Tate says the theory now ac- 
cepted is that the mammary glands being in a 
state of great activity on the third or fourth 
day of the puerperium, milk rapidly forms, the 
breasts become distended, milk sugar is absorbed 
into the blood owing to excessive production or 
diminished outflow of milk, and this milk sugar 
is excreted in the urine. That the symptoms 
which generally attract our attention to diabetes 
are, thirst, polyuria, and pruritus vulvae. 

After citing a number of cases collected from 
literature with a short history of each, under 
Results, Tate says a woman who is diabetic rare- 
ly becomes pregnant, but if she does she 1s gene- 
rally so debilitated that she will not carry the 
child to full term. 


That diabetes in women of the child-bearing 
age results in suppression of menstruation, and 
even atrophy of the uterus. Tate gives the fol- 
lowing as the results of Mathews Duncan's tap- 
ulated cases: 


1. That Diabetes may 
nancy. 

2. Diabetes may occur only during pregnancy, 
being absent at other times. 

3. Dibetes may come on soon after parturi- 
tion. 

4. Diabetes may cease with the termination of 
pregnancy. 

5. Diabetes may not return in a pregnancy, 
occurring after its cure. 

6. Pregnancy may occur during diabetes. 

7. Pregnancy and parturition may be unaf- 
fected in its healthy progress by diabetes. 

8. Pregnancy is very liable to be interrupted 
in its course and probably always by death of 
the foetus. 


come on during preg- 


TREATMENT OF TRANSVERSE PRESENTATION WITH 
REPORT OF A CASE. 
Dr. John R. Hicks (Jnternational Jour. Surg.. 


Dec., ’05.) believes the most logical treatment 
of transverse presentation is to put the patient 
in exaggerated Trendelenburg position and do ex- 
ternal version. This he has found succsssful in 
two cases after labor had commenced. Having 
grasped the head and buttocks of the child he 
shoves the head of the child towards the mother’s 
pelvis. and at the same time pushes the but- 
tocks of the child towards the mother’s head. 
He then places two thick pads laterally far out 
to the sides of the mother’s abdomen, and firmly 
presses them into the two iliac fossae, maintain- 
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ing the pads in position by means of a tight ban- 
dage, in order to prevent the child from return- 
ing to the transverse position. 


PRESENT DAY METHODS OF CONDUCTING LABOR CASES 


AND THE RESULTS OBTAINED. 
Dr. John A. McKenna (Jour. A. M. A., Dec. 
16, 05) under the above title, writes an article 
in which he states “that within a period cover- 
ing some seven years of private practice he had 
207 confinement cases not only without a fatal 
issue to either mother or child, but without as 
yet a single development of any of the forms of 
grave puerperal troubles which eventually beset 
every obstetrictan, such as sepsis, hemorrhage. 
eclampsia, severe ‘laceration. etc.’ 

This is, indeed, a wonderful record. We can- 
not help but feel that Dr. McKenna has been far 
more fortunate than any professional brother 
we know of who has practiced obstetrics. 

He states that had he made digital examina- 
tions, and given uterine douches to his puerperal 
patients whose temperatures have gone to Ial 
F. and over, he would certainly have had infected 
cases about which to compile statistics. His rule 
in labor cases is: Let nature do as much as 
possible in these cases, and only do that for the 
patient that nature seems unable to do. His con- 
duct of labor consists in scrupulous cleanliness 
about the lying in room, as regards dressing, in- 
struments. utensils, bed linen. etc. To make no 
vaginal examination unless the parts have first 
been cleansed with soap and water. 

To swab out vagina with a gauze sponge. 
Thoroughly coat the finger nails and hand with 
soap after washing them in ether. Deliver in 
dorsal position. Support head and perineum by 
modification of Merkerttschiantz’s method, which 
reduces lacerations to a minimum, and what he 
deems most important, have the fundus of the 
uterus grasped before the presenting part is 
born, and held until the child is delivered. and 
cord tied. McKenna condemns the vaginal and 
uterine douche, believing more infective matter 
may be put in the vagina by the douche than 
flushing will bring away. He has never had a 
tear in which more than two stitches were ap- 
plied. One case he reports in which a portion of 
the placenta was retained for fifteen days when 
it was discharged with a foul odor. The offen- 
sive odor began on the fourth day, but as the 
temperature never went ‘above 100.3 F., and 

pulse 94, he did not interfere. Forceps were only 
used twice. He keeps patient’s hips well raised 
in bed during the whole course of labor, to pre- 
vent any return flow of liquids into vagina. con- 
—“%™ by contact with pad or bed. 

McKenna’s rules are simple, and apparent- 
ly pooh carried out. his results marvelous. 


ABDOMINAL OPERATIONS DURING PREGNANCY, 
REPORT OF FIVE CASES. 


Dr. H. A. Royster, of Raleigh, N. C.. reports 
five interesting cases in a recent article under the 
above title. 

Royster claims that surgical interference during 
gestation is a question of necessity, and not of 
complacence. That in the pregnant condition 
operation should only be resorted to in order to 
save life or to end suffering that cannot be other- 
wise relieved. 


WITH 
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Royster claims that the death rate is no higher 
than in the non-pregnant. and the number o1 
abortions small. That the greatest danger is 
withholding operation. That miscarriage is much 
more liable to occur as a result of a surgical 
operation during the first few weeks of preg- 
nancy, and. therefore, if possible the operation 
be postponed until this period is passed. Roys- 
ter directs atttention to some of the conditions 
calling for opening of the abdominal cavity dur- 
ing pregnancy, viz.: fibroids and cancer of the 
uterus, ovarian cysts, lesions of the bowel, as 
appendicitis or intestinal obstruction, of the ab- 
dominal organs as gall-stones, rarer growths of 
liver pancreas and spleen. In regard to fibroids 
of uterus Royster quotes Frank (British Gyne- 
col Jour.. Nov.. 1903,) who sums up the indica- 
tions for operating during pregnancy as follows: 

1. If tumor is growing rapidly. 

2. If circulation and breathing are disturbed. 

3. If there is reason to suppose that the myo- 
mata may lead to a premature interruption of 
pregnancy. 

4. If symptoms of peritonitis or incarceration 
appear due to the tumor. Keiffer’s suggestion is 
also added. “That interference is demanded when 
independently of pregnancy the fibroid tumor 
would make hysterectomy justifiable.” Royster 
cites two cases. and describes each. 

Case 1. Fibroma of the Uterus complicating 
Pregnancy. Total Hysterectomy at the third 
month. Recovery. 

Case 2. Uterine Fibroid complicating Preg- 
nancy; Supravaginal amputation at sixth month. 
Recovery. 

Under Ovarian Cysts one case is reported, viz., 
Ovarian Cyst with Torsion of the Pedicle (in- 
volving the Appendix) complicating a six months 
Pregnancy, Ovaritomy. Appendectomy. Recov- 
ery. 

Royster claims there is no causal relation be- 
tween appendicitis and pregnancy. and should 
appendicitis occur during pregnancy it is a 
stronger indication for intervention. 

Royster reports a case of Appendicitis in the 
fifth month of Pregnancy. Removal of the Ap- 
pendix. Recovery. 

He concludes a most excellent article by a re- 
port of a case of “Intra-Uterine Pregnancy mis- 
taken for Ectopic Gestation. Cyst removed and 
Uterus manipulated. Recovery with no inter- 
ruption of the Pregnancy.” 


LARYNGOLOGY AND RHINOLOGY. 


W. PEYRE PORCHER, M. D. 


FACIAL NEURALGIA CURED BY COCAINE INJECTIONS 
INTO THE NERVE TRUNKS. 


Walter Spitzmiiller (Wiener klinische W ochen- 
schrift, No. 40) reports a very severe case of 
trigeminal neuralgia, of several years’ standing, 
upon which all the ordinary remedies had been 
used in vain, and a surgical operation was con- 
templated as a last resort. The patient was a wo- 
man. 32 years of age, who suffered almost con- 
stantly, and had repeated attacks of paroxysmal 
pain, lasting a week or longer. The following 
formula was used hypodermically: 
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Aqus destillatae........sceseceeseceeseeees 2eeeed 20 ¢.c. 
M. Ft. Sol. 


Of this a half Pravaz syringeful was injected 
into the place of emergence of the left supra- 
orbital nerve. and the same solution was then 
injected into the infraorbital. the mental, and also 
the occipital. Immediate relief was afforded, the 
pain was as if “blown away.” There was only 
left a temporary feeling of numbness in the dis- 
tribution of the nerve. The patient now was 
able to take food, and had a good night’s sleep, 
the first in two weeks. The next morning she 
had a little pain, and another half syringeful was 
injected as before, but in the right supra and 
intraorbitalis. During the next three weeks, 
nine injections were given, after which the pa- 
tient remained free from pain. Six months later 
there had been no return of the neuralgia. The 
case is most instructive and the expedient de- 
serving of extended use. The injections are free 
from danger; but they have the single objection 
of causing local tumefaction ‘and ecchymosis. 
which, however. passes off in a few days. The 
reporter calls especial attention to the impor 
tance of making the injections directly into tt 
nerve trunks, or at least in their immediate vicir. 
ity. so as to bring the solution in contact with 
the nerves.—E-xchange. 


SALICYLIC IONIZATION IN AN OBSTINATE CASE OF 
TIC DOULOUREUX. 


Professor S. Leduc, of Nantes (La Semaine 
médicale, November 22nd), reported last year 
several cases in which he had obtained excellent 
results in neuralgia by electrolytic introduction 
of salicylic ions (galvanic cataphoresis). Re- 
cently he has again resorted to this method with 
success im a case of tic douloureux of thirty-five 
years’ standing. It affected all of the right side 
of the face, and the pain was constant. Frequent 
crises occurred, which were so severe that the 
patient lost flesh and his face constantly bore the 
appearance of acute suffering. He was cured, ac- 
cording to Dr. Leduc, in three séances by salicylic 
ionization. The method followed was to apply 
the cathode, moistened with a solution of sali- 
cylate of sodium, to the right side of the face. 
and at the first treatment the current was raised 
gradually to an intensity of 45 milliampéres and 
maintained for forty minutes. After the second 
séance, which took place three days later (when 
the current was allowed to pass for one hour, 


with a current of 35 milliampéres), he expe- 
rienced decided amelioration. The pain now only 
returned during exposure to cold. Finally, a 


third and last ionization of forty minutes brought 
about a final cessation of the pain. From that 
time the patient’s condition has been remarkably 
improved. and he has also even regained con- 
siderable flesh—Exchange. 


TONSILLITIS. 


Niles states that if every case of so called sore 
throat received the care and attention that an af- 
fection of so delicate and important a structure 
would seem to merit, much discomfort and suf- 
fering would be avoided, while unfortunate and 
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dangerous complications and sequelae would be- 
come much more rare. Tonsillitis naturally di- 
vides itself into the catarrhal. lacunar, and par- 
enchymatous forms, each may be acute or chronic, 
single or combined. Quinine in tonic doses (2 
grains three times daily) should be given, strych- 
nine may be added, aconite controls the fever 
and may abort the disease. Sodium salicylate is 
advisable in cases presenting the rheumatic dia- 
thesis. Guaiac is also applicable as a gargle and 
a constitutional remedy. Anodynes may be re- 
quired for pain. hypnotics for restlessness. The 
diet should be light, digestible and fluid, or semi- 
fluid. Nitrate of silver in solution painted over 
the tonsils is used. Iodine, bichloride of mercury, 
turpentine, phenol, sulphur are prescribed. Atom- 
izers.are useful.—E-xchange. 


NASAL INSUFFICIENCY. 


Vacher classifies the causes of nasal insuffi- 
ciency as nasal, pharyngeal. and buccopharyngeal. 
Among the nasal causes he includes all obstruc- 
tions which occur in the entire nasal fossa from 
its anterior to its posterior aperture, and includ- 
ing both of these outlets. His pharyngeal cause 
is adenoids, while his buccopharyngeal is en- 
larged tonsils. He considers that nasal insuf- 
fiency predisposes to tuberculosis. and goes hand 
in hand with deafness.—Exchange. 


MISCELLANY. 


U. S. PHARMACOPOEIAL BUSINESS 
AFFAIRS. 


The Board of Trustees met at Pitts- 
burg, December 2. Members J. H. Beal, 
A. E. Ebert, J. P. Remington, S. A. D. 
Sheppard and H. M. Whelpley were pres- 
ent. Horatio C. Wood was absent. Sec- 
retary Murray Galt Hotter has issued to 
the members the official minutes of the 
proceedings. A resumé of the work of 
Committee of Revision to be published in 
convenient form was discussed but no 
definite action was taken by the trustees. 

An edition of the Pharmacopoeia in 
the Spanish language will, no doubt, be 
one result of the recent meeting. A com- 
mittee consisting of Professor J. P. Rem- 
ington, Chairman of the Committee of 
Revision, Charles E. Dohme, Chairman 
Board of Trustees, and Dr. H. O. Wood, 
President U. S. P. Convention, was ap- 
pointed to make the preliminary arrange- 
ments for an edition of 2,000 copies. The 
discussion developed the fact that great 
interest is being taken in the proposition. 

Dr. Walter Wyman, Surgeon General 
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of the Marine Hospital and Public Health 
Service, was tendered a special vote of 
thanks for the publication of Bulletin No. 
23 entitled, “Changes in the Pharmaco- 
poeia of the U. S. of A. Eighth Revi- 
sion.”’ Also, for the bulletin on Stan- 
dardization of Diphtheria Antitoxins. A 
vote of thanks was also tendered Dr. Reid 
Hunt and Dr. Murray Galt Hotter, of the 
Service, for their work on Bulletin No. 
23. 

With a view of bringing the Pharma- 
copoeia to the direct attention of medical 
students, it was decided to present the 
professors of materia medica in the medi- 
cal colleges with complimentary copies of 
the Pharmacopoeia. The recipients of 
such copies will be requested to call the 
students’ special attention to the purpose 
of the Pharmacopoeia and the nature of 
official remedies. 

The extent of additional honoraria to 
members of the committee of revision was 
considered at length, but action postponed 
until the next meeting of the board. 

Several applications from publishers 
who desire to use portions of the’ text of 
the U. S. P. were discussed and the rate 
of compensation decided upon. 

The board adjourned to meet at the 
Willard Hotel, Washington, D. C., Jan- 
uary 20, 1906. 

The Pittsburg College of Pharmacy 
tendered the Board of Trustees an infor- 
mal dinner. 

Henry M. WHELPLEY, Sec. 
U. S. Pharmacopoeial Convention. 


MILK’ MIXTURES. 


The upper third of a bottle of milk (10 
per cent. milk) or the upper half (7 per 
cent. milk) may be easily taken off with 
a spoon or with a special dipper. This dip- 
per holds just one ounce and is convenient 
for dipping and measuring. With it the 
upper milk may be removed without dis- 
turbing the lower milk. It is known as 
the “Chapin dipper” and may be had at 
the druggist’s at a small cost. In using 
a spoon it will be remembered that eight 
teaspoons are equivalent to one ounce, or 
four dessertspoons or two tablespoons. 
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During the first four weeks the in- 


fant is to be fed, as before stated, 
every 2 hours and takes about 2 
ounces at each feeding. The food 


should be mixed in the morning for 
the entire day. It should then be placed 
in the nursing bottles, enough for a feed- 
ing in each bottle, or should be put in a 
covered glass jar and placed on ice. For 
the first weeks in life the baby will use 
20 ounces a day. The following milk 
mixtures are based on that amount. It 
is easy to estimate the quantities for 
larger amounts. For a 25-ounce mixture, 
add one-fourth more of each ingredient. 
for a 30-ounce mixture add one-half 
more of each ingredient. 


Mitk Mrxtures.—(From Birth to 
Three or Four Months of age. ) 
1. Milk sugar, I oz. (3 level table- 
spoonsful. ) 

Lime water, I oz. 

Enough hot water to make 20 
ounces. After the milk sugar is 
dissolved add two ounces of up- 
per third milk (10% fat.) 


This is a suitable modified milk for the 
infant immediately after birth. 

2 Milk sugar, lime water and water 
same as for No. 1, with the addition of 
3 ounces of upper third milk. 


3. Milk sugar, lime water and water 
as in No. 1, with the addition of 4 ounces 
of third milk. 


4. Milk sugar, lime water and water 
as in No. 1, with the addition of 5 ounces 
of upper third milk. 


5. Milk sugar, lime water and water 
as in No. 1, with the addition of 6 ounces 
of upper third milk. 

6. Milk sugar, lime water and water 
as in No. 1, with the addition of 7 ounces 
of upper third milk. 

Ten per cent. milk may be secured as 
shown in cut ta from the upper third of 
the bottle of good 4% milk, or may be 
secured by mixing 2 parts of whole good 
milk with I part of cream. 

If the baby is artificially fed from birth, 
begin with Mixture No. 1. Substitute 
the succeeding mixtures gradually until 
the third or fourth month. After the 
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fourth month the above mixtures are not 
strong enough. 

In weaning an older infant, use the 
mixture suited to the age of the child 
from the above or from following mix- 
tures. 


MiLk Mixtures.—(From the Third 
or Fourth Months to the End of the 
Ninth or Tenth Month. ) 

For these formulas is used the upper 
half milk as shown in Cut 1b, or milk 
containg 7% fat. This may be secured 
not only from the upper half of the. bot- 
tle of good milk, but also by mixing 3 
parts of good milk with 1 part of cream. 

I. Milk sugar, I oz. (3 level table- 

spoonsful. ) 

Lime water, I oz. 

Enough hot water to make 20 
ounces. After the milk sugar is 
dissolved add 3 ounces of upper 
half milk. 

2. Milk sugar, lime water and water 
as in No. 1, with the addition of 4 ounces 
of upper half milk. 

3. Milk sugar, lime water and water 
as in No. I, with the addition of 5 ounces 
of upper half milk. 

4. Milk sugar, lime water and water 
as in No. 1, with the addition of 6 ounces 
of upper half milk. 

5. Milk sugar, lime water and water 
as in No. I, with the addition of 7 ounces 
of upper half milk. 

6. Milk sugar, lime water and water 
as in No. 1, with the addition of 8 ounces 
of upper half milk. 

7. Milk sugar, lime water and water 
as in No. 1, with the addition of 9 ounces 
of upper half milk. 

8. Milk sugar, lime water and water 
as in No. 1, with the addition of Io ounces 
of upper half milk. 

9. Milk sugar, %4 oz. 

Lime water, I oz. 

Enough water to make 20 ounces. 
To this add 12 ounces of upper 
half milk. 

Of the above formulas, it is seldom ne- 
cessary for the healthy infant to use a 
mixture of less strength than No. 5 Nos. 
I, 2, 3 and 4 are of value, however, dur- 
ing temporary disturbances of digestion 
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when it is desired to relieve the digestive 
organs of as much work as possible. 
The infant which can take Mixture No. 
9 of the above formulas without difficulty 
is usually able to begin on No. 5, of the 
following formulas, in which whole milk 


(4%) is used. 


MiLk Mixtures.—(For the latter pari 
of the First Year.) 


1. Milk sugar, I oz. 

Lime water, I oz. 

Enough hot water to make 20 
ounces. After the milk sugar is 
dissolved add 5 ounces of whole 
milk. 

2. Milk sugar, lime water and water 
as in No. 1, with the addition of 6 ounces 
of whole milk. 

3. Milk sugar, lime water and water 
as in No. 1, with the addition of 8 ounces 
of whole milk. 

4. Milk sugar, lime water and water 
as in No. 1, with the addition of 10 
ounces of whole milk. 

5. Milk sugar, % oz. 

Lime water, I oz. 

Enough water to make 20 ounces. 
to this add 12 ounces of whole 
milk. 

6. Milk sugar, lime water and water 
as in No. 6, with the addition of 14 ounces 
of whole milk. 

7. Milk sugar, lime water and water 
as in No. 5, with the addition of 16 ounces 
of whole milk. 

For mothers who do not get milk in 
bottles and who have difficulty in using 
the above formulas, the following excel- 
lent mixtures are given. They are simply 
made and prove satisfactory for most in- 
fants. 

For a new-born baby, or one a month 
or two old, take 1 ounce of fresh milk; 
3 ounces of water; I ounce of fresh cream, 
and 2 level teaspoonfuls of milk sugar. 
This makes about 5 ounces. For 20 
ounces use four times as much of each in- 
gredient. This closely resembles mother’s 
milk. 

For older babies, take 2 ounces of fresh 
milk ; 2 ounces of water; I ounce of fresh 
cream; 2 level teaspoonsful of milk sugar 
and a teaspoonful of lime water. Larger 
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quantities may be made by increasing the 
amounts of each ingredients in proper 
proportion. More milk and less water 
will be used as the infant increases in age, 

If cream disagrees with the infant its 
use should be stopped temporarily. The 
following is a good substitute for moth- 
er’s milk suitable for an infant of three 
months or less: Pure milk, 1 cupful; 
water, 2 cupsful; sugar of milk, 1 heap- 
ing tablespoonful, and lime water, 1 
tablespoonful. 

Milk sugar should always be dissolved 
in hot water. It sours quickly when 
dissolved, so not more than one day’s 
supply should be prepared at a time — 
Circular issued by the Illinois State Board 
of Health. 


AFFILIATED COUNTY SOCIETIES 
WITH MEMBERS. 


(The Secretary begs to announce that 
this list will appear for several issues, in 
order to make the same as complete as 
possible. 

He requests that he be notified prompt- 
ly of any errors or omissions. ) 

ABBEVILLE. 
(ABBEVILLE COUNTY MEDICAL SOCIETY.) 
Secretary, C. C. Gambrell, Abbeville. 









































J. A. Anderson Autreville. 

J. R. Bell Due West. 
P. R. Black Mt. Carmel. 
J. B. Britt Troy. 

J. M. Carlton Mt. Carmel. 
C. C. Gambrell Abbeville. 

F, E. Harrison Abbeville. 

L. T. Hal Abbeville. 

J. W. Keller Abbeville. 
a: eee Lowndesville, 
D. S. Knox Autreville. 
a 8 ae Williamstcn. 
& 0A Eres: Anderson. 

G. A. Neuffer Abbeville. 
W. H. Pesger ........................... Anderson, R. ¥. BD 
a ee Anderson. 
a ee Pelzer. 

J. W. Wideman Due West. 
J. D. Wilson Lowndesville 
i Oe Williamston. 


ANDERSON. 
(ANDERSON COUNTY MEDICAL ASSOCIATION.) 
Secretary, J. B. Townsend, Anderson. 














ee Anderson. 

J. L. Gray Anderson. 

J. C. Harris Anderson. 

W. R. Haynie Belton. 

B. A. Henry.. Anderson. 

W. S. Piatemersont......ccosenee-need Anderson, R.F.D. 
a ee Anderson. 
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a | ee Anderson. 
R. P. Ransom Williamston. 
J. B. Townsend Anderson. 
R. G. ‘Witherspoon...................... Anderson. 


AIKEN. 


(AIKEN COUNTY MEDICAL SOCIETY.) 
Secretary, W. C. R. Turnbull, Aiken. 












































T. G. Croft Aiken. 

B. S. Dunn Aiken. 

T. P. Edwards Graniteville. 

SS een Wagner. 

i i, NIN inicostecricnciiassanncie Talatha. 

J. I. Green Bath. 

aa. T. Hall Aiken. 

yee Langley. 

W. E. Mealing North Augusta. 

C. F. McGahan Aiken. 

ee eet Perry. 

V. Mott . Aiken. 

a eee: Salley. 

W. H. Shaw.. Langley. 

C. A. Teague : ...Graniteville. 

Ae ee Aiken. 

ss = - eae Kitchen’s Mill. 

W. A. Whitlock Kitchen’s Mill. 

W. D. Wright Langley. 

B F. Wyman Aiken. 

J. F. Wyman Aiken. 

se See Aiken. 

H. Hastings Wyman, Jr............. Aiken. 

on: i) eee Aiken. 
BARNWELL. 


(BARNWELL COUNTY MEDICAL SOCIETY.) 
Secretary, L. F. Bonner, Blackville. 




















L. F. Bonner Blackville. 
D. K. Briggs Blackville. 
S. R. Hickson Kline. 

R. C. Kirkland Barnwell, 
J. A. McCreary Williston. 
E. L. Patterson Barnwell, 
W. C. Smith Williston. 

CHARLESTON. 


(MEDICAL SOCIETY OF SOUTH CAROLINA.) 
Secretary, J. C. Mitchell, Charleston. 

































































C. P. Aimar Charleston. 
R. Alston Charleston. 
A. E. Baker ...Charleston. 
L. D. Barbot Charleston. 
m. Bi Bree, Teens Charleston. 
A. J. Buist Charleston. 
J S. Buist Charleston. 
J. W. Burn Charleston. 
R. S. Cathcart Charleston. 
W. P. Cornell Charleston. 
H. W. DeSaussure.................. Charleston. 
J. Frampton Mt. Pleasant. 
Jno. Forrest Charleston. 
J. P. Galvin Charleston. 
J. M. Green Charleston. 
8 eS aa Charleston. 
B. ‘W. Hunter Charleston. 
H. P. Jackson Charleston. 
F. B. Johnson Charleston. 
W. H. Johnson Charleston. 
R. S. Kirk Charleston. 
C. W. Kollock Charleston. 
Jos. Maybank Charleston. 
Wm. Mazyck Charleston. 
Dn TE Charleston. 
i Charleston. 
G. McF. Mood Charleston. 
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Lane Mullally Charleston. 
E. F. Parker Charleston. 
FP. LL. Paster, Hott.g....0<.-.-- Charleston. 
W. P. Porcher Charleston. 
C. M. Rees Charleston, 
Edw. Rutledge Charleston. 
es is Charleston. 
ee Charleston. 
Manning Simons, Hon............. Charleston. 
pO Charleston. 
A. R. Taft Charleston. 
J. S. Taylor Charleston. 
1. BP. Whaley... .......-....:....-<:0f SIOSEON, 
G. F. Wilson Charleston. 
J. LaR. Wilson Charleston. 
Robt. Wilson ............... SEES Charleston. 
CHEROKEE. 


(CHEROKFE COUNTY MEDICAL SOCIETY.) 
Secretary, B. L. Allen, Gaffney. 
































B. L. Allen _-Gaffney. 
W. Anderson Blacksburg. 
k. R, Brown Gaffney. 
S. B. Crawley Gaffney. 

J. T. Darwin Gaffney. 

S. H. Griffith Gaffney. 
C. A. Jeffries Gaffney. 
C. M. Littlejohn Gaffney. 
ie 9 ae Cherokee Falls. 
J. N. Nesbit Gaffney. 
W. L. Settlemeyer........................ Gaffney. 
M. W. Smith Gaffney. 
BDU Gaffney. 

CHESTER. 


(CHESTER COUNTY MEDICAL SOCIETY.) 
Secretary, W. B. Cox, Chester. 





















































A. F. Anderson Laceysville. 
J. M. Brice. Chester. 

W. B. Cox Chester. 

F. M. Durham Blackstock. 
R. L. Douglas l Rodman. 

J. G. Johnson Chester, 

G. ‘W. Jordan Chester. 

T. B. Kell Catawba, 
H. E. McConnell Chester. 

S. G. Miller Chester, 

S. W. Pryor Chester. 
W. DeK. Whiie Richburg. 
A. M. Wylie Chester. 

J. P. Young Chester. 

COLLETON. 
(COLLETON COUNTY MEDICAL SOCIETY.) 
Secretary, Chas. S. EsDorn, Walterboro, 
Riddick Ackerman.................. ..Walterboro. 
W. B. Ackerman Walterboro. 
C. S. EsDorn Walterboro. 
J. T. Taylor. Adams Run. 
Benjamin Willis. ....................- .Walterboro, 
DORCHESTER, 


(DORCHESTER COUNTY MEDICAL ASSOCIATION. ) 
Secretary, J. B. Johnston, St. George’s. 
































W. M. Carn St. George. 
J. T. Carter Branchville, 
A. H. Hayden Summerville. 
P. L. Horn St. George. 
A. R. Johnston Reevesville. 
J. P. Johnston St. George. 
P. M. Judy St. George. 
H. B. Lee Summerville. 
J. P. Mellard.. St. George. 
J. S. Wimberly Branchville. 








FLORENCE. 


(FLORENCE COUNTY MEDICAL SOCIETY.) 
Secretary, Wm. Ilderton, Florence. 














eee Florence. 

N. W. Hicks.............. Florence. 
Wn, Ilderton.. Florence. 
=<. ee Mars Bluff. 
J. D. Lewellen Friendfield. 
A eT” eee Florence. 

) Y “ee: Timmonsville. 
1. aa Friendfield. 
See Clausens. 

a eee Cartersville. 
ee eae Timmonsville. 
es Georgetown. 

GREENVILLE. 


(GREENVILLE COUNTY MEDICAL SOCIETY.) 
Secretary, J. A. Hayne, Greenville. 












































T. W. Bailey Greenville. 
W. C. Black Greenville. 
G. H. Bottum. Greenville. 
Ne Te ee Greenville. 
L. G. Corbett Greenville. 
C. B. Earle Greenville. 
J. B. Earle Greenville. 
(Sb oy Sy Greenville. 
Davis Furman Greenville. 
AR a Oe Ee Greenville. 
B. F. Goodlett Travelers Rest. 
ee Oe eon Greenville. 
Se ae: Reedy River. 
R. E. Houston Greenville. 
F. G. James ...Greer. 

J. W. Jervey Greenville. 
C. C. Tones... Greenville. 
W. L. Marchant ..cccccccccccccooo aovees GETS. 

G. L. Martin Greenville. 
, A oO” ae Taylors. 
(a * <' See Greenville. 
fe OS Greenville. 
W. S. Pack Greenville. 
SS erase Simpsonville. 


H. L. Shaw.. 
i ee 
L. C. Stevens Greenville. 
ete OO See Greenville. 


Fountain Inn. 




















J. R. Ware.. Greenville. 
A. Wallace .... Greenville. 
C. Q. West Greenville. 
A. White ..... Mauldins. 
ee RS eee Greenville. 
GREENWOOD. 


(GREENWOOD COUNTY MEDICAL SOCIETY. ) 
(Secretary, J. B. Hugey, Greenwood.) 

















W. P. Barratt Greenwood. 
E. O. Devlin Verdery. 
fe See. Greenwood. 
J. C. Harper Greenwood. 
Bs i I isaac cscecnsaterees Greenwood. 
i a ee |S 

WV. TOWNES FOMCS nce neces Cokestury. 
i a ae 
John Lyon Ninety-Six. 
G. P. Neel Greenwood. 
eee Coronaca. 
a Cokesbury 
og eee Greenwood. 
eS | neers Bradley. 
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HAMPTON. 


(HAMPTON COUNTY MEDICAL SOCIETY.) 
Secretary, C. A. Rush, Hampton. 

















8 ee. eee Luray. 

J. W. Colson. Varnville. 
J. 2 POM... Brunson. 
A eee 

| Oa Re ee Hampton. 
M, B. Monsen Luray. 

C. R. Peeples ; Estill. 

C. A. Rush. Hampton. 
Seuthward Smith ................... Brighton. 


C. P. Vincent 
C. P. Walter 


Varnville. 
Crocketsville. 








HORRY. 
(HORRY COUNTY MEDICAL SOCIETY.) 
Secretary, J. A. Norton, Conway. 


De EG sid cecctimncccxe Conway. 

SR. Bee eee Green Sea. 

i eee Conway. 

eS ae ee Conway. 

ey Te I Socncehietcineceencccecernae. Little River. 

SS eee ae Mattie. 
KERSHAW. 


(KERSHAW COUNTY MEDICAL ASSOCIATION.) 
Secretary, S. C. Zemp, Camden. 























a A eee: Camden. 
W. J. Burdell Lugoff. 
A. W. Burnet Camden. 
J. W. Corbett Camden 
A eo aE Camden 
W. J. Dunn Camden. 
J. T. Hay. Boykins 
A. A. Moore... Camden. 
S. C. Zemp Camden. 
LAURENS. 


(LAURENS COUNTY MEDICAL SOCIETY.) 
R. E. Hughes, Laurens, Secretary. 
| a ee) 





ee eee Laurens. 
J. W. Brason . as Gray Court. 
ee ee Laurens. 
ok.) - eee Laurens. 
Sg Te eee Goldville. 
yee Waterloo. 
W. D. Furguson......................... Laurens. 
Se 
Se eee: Laurens. 
3 2 ee Cross Hill. 
Be Fs I cicatieiesstscseeninocnecaiaadl Cross Hill. 
a: MME © cciciascseheosclhconusebianetenll Laurens 
Ic: Ais I Soa carcccarii .Tylersville. 
Isadore Schover ..................-... Laurens. 
ee A” eee Renno. 

a S| gee Waterloo. 
: LEE. 


(LEE COUNTY MEDICAL SOCIETY.) 
Secretary, L. H. Jennings, Bishopville. 





A. C. Baskins Bishopville. 
A. H. Brown Rural. 

J. B. Bullock Lucknow. 
eee Magnolia. 


2: eee Smithville. 
i St. Charles. 
Bishopville. 
Bishopville. 
Bishopville. 
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R. Y. McLeod Bishopville. 

J. E. McLure Bishopville. 

J. W. Tarrant Magnolia. 
LEXINGTON. 


(LEXINGTON COUNTY MEDICAL SOCIETY.) 
Secretary, J. J. Wingard, Lexington. 


Cc. W. Barron 














New Brookland. 

























































D M. Crosson Leesville. 

J. P. Drafts Gilbert. 

F. R. Geiger New Brookland. 
Theo. A. Quattlebaum............ Batesburg. 

W. Price Timmerman................ Batesburg. 

J. J. Wingard Lexington. 





MARION. 
(MARION COUNTY MEDICAL SOCIETY.) 
Secretary, H. A. Edwards, Latta, 






































B. M. Badger Dillon. 
A, M. Brailsford Mullins. 
F. L. Carpenter Latta. 
E. M. Dibble Marion. 
H. A. Edwards Latta 
Cc. T. Ford Mullins. 
C. Henslee Dillon. 
A. D. Lewis Nichols. 
A. McIntyre Marion. 
J. G. Rogers Poges Mill. 
F. A. Smith Mullins. 
Z. G. Smith...... Marion. 
3 eee Marion 
MARLBORO. 


(MARLBORO COUNTY MEDICAL SOCIETY.) 
Secretary, J. H. Reese, Tatum. 









































W. J. Crosland Bennettsville. 
C. S. Evans Clio. 

J. A. Faison Bennettsville. 
D. Hamer McColl. 

J. A. Hamer Clio. 

J. L. Jordan Bennettsville. 
J. F. Kinney Bennettsville. 
C. R. May Blenheim. 

J. C. Moore McColl. 

C. D. Napier Blenheim. 

J. L. Napier Blenheim. 
W. M. Reedy Clio. 

J. H. Reese Tatum. 
a EReeeneernee Bennettsville. 
3 SS See Tatum. 


OCONEE. 





L. G. Clayton Central. 
R. J. Gilliland Easley. 
R. Kirksey Pickens. 
W. M. Long Liberty. 
L. O. Mauldin Pickens. 
L. F. Robinson Dacusville. 
J. O. Rosamond Easley. 
H. E. Russell Easley 
W. A. Sheldon Pickens. 
W. A. Tripp Easley. 
E. B. Webb Liberty. 
C. N. Wyatt Easley. 
RICHLAND. 


(COLUMBIA MEDICAL SOCIETY.) 
Secretary, Mary R. Baker, Columbia. 
































































































W. Bell 


(OCONEE COUNTY MEDICAL SOCIETY.) 
Secretary, D. L. Smith, Newry. 


Walhalla. 





Seneca. 





J. 
E. C. Doyle 
W 


Seneca. 





Seneca. 





J. H. Moore 





B. F. Sloan 


A. M. Redfern.................. 
SO 


Walhalla. 
Clemson. 


Walhalla. 





D. L. Smith 





J. H. Stribling 


Newry. 
Seneca. 





J. M. ‘Wickliffe 


C. M. Walker.................. 


Westminster. 
West Union. 











E. C. L. Adams Columbia. 
Sarah C. Allan Columbia. 
Ti ats Columbia. 
A. E. Boozer Columbia. 
ne Columbia. 
W. A. Boyd.. Columbia. 
; he a eee Columbia. 
G. H. Bunch Columbia. 
oe eee Hopkins. 
S. M. Deal Columbia. 
ce ee ee Columbia. 
ee Columbia. 
R. ‘W. Gibbes Columbia. 
H. H. Griffin Columbia. 
L. A. Griffith Columbia. 
ee ae Columbia. 
~~ el Columbia. 
S. E. Harmon Columbia. 
Henry Horlbeck Columbia. 
i. 3 eee Columbia. 
me. Bd Columbia. 
W. M. Lester Columbia. 
A. A. Madden Columbia. 
J. H. McIntosh .Columbia. 
P. V. Mikell Columbia. 
R. L. Moore Columbia. 
L. B. Owens Columbia. 
eT a ree Columbia. 
L. K. Philpot Columbia. 
D. S. Pope ... Columbia. 
H. W. Rice Columbia. 
SY —Saeaee Columbia. 
S. B. Sherard Columbia. 
B. W. Taylor eta Ra > Columbia. 
J. L. Thompson .. nccevesereeseeoes OLUMDIA. 
E. J. Wannamaker........__.. Columbia. 
J. J. Watson avs ..Columbia. 
William Weston ..................... Columbia. 
E. M. Whaley Columbia. 
— _ peer Columbia. 


SALUDA. 
(SALUDA COUNTY MEDICAL SOCIETY.) 
Secretary, J. D. Watevs, Coleman, 








PICKENS. 
(PICKENS COUNTY MEDICAL SOCIETY.) 
Secretary, H. E. Russell, Easley. 


J. E. Allgood Liberty. 
J. L. Bolt Pickens. 


























F, G. Asbill Ridge Sprin 
D. B. Frontis Ridge Pate 
aoe A ees Mt. Willing. 
J. J. Kirksey Saluda. 

S. M. Pitts Big Creek. 

L. J. Smith Ridge Spring. 
W. B. Smith Wards. 

G. L. Trotter Fox. 

J. D. Waters Coleman. 
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SPARTANBURG. 
(SPARTANBURG COUNTY MEDICAL SOCIETY.) 
Secretary, O. W. Leonard, Spartanburg. 



































| Ee ne Sp’bg, R.F.D. No. 4. 
J. H. Allen Spartanburg. 
J. W. Allen Enoree. 
H. R. Black Spartanburg. 
L. J. Blake Spartanburg. 
J. R. Brown Spartanburg. 
G. A. Bunch Spartanburg. 
ee Inman. 
[R. F. D. No. 2. 
W. P. Coan Spartanburg. 
[R. F. D. No. 5. 
A. D. Cudaé...... Spartanburg. 
i renee Spartanburg. 
R. M. Dorsey. Spartanburg. 
J. P. Dupree. Clifton. 
ae ee ” eencereerene Spartanburg. 
A. R. Fike. Spartanburg. 
Oe IR arses ntctctceacecd Inman, 
x G& Been... Converse. 
Gea, W. Hemitech...............- Spartanburg. 
aaa ee cata roe Spartanburg. 
. a eee Walnut Grove 


WwW. L. Exec... 
i a ee eens 
I ioc csstnecncsennnecti Woodruff, R.F.D. 


J. M. 
O. 'W. Leonard....... 


Pacolet. 
Pauline. 


scasasiebssuenitiel Spartanburg. 
Spartanburg. 





J. J. Lindsay.. 


Oe Th I ascii eetcicinisenten 
Meld... nn 
ES eee 


Fair Forest 
Spartanburg. 
Welford. 
Spartanburg. 





ee Woodruff, R.F.D. 
as RS eee eee Woodruff, R.F.D. 
i) nica canumninninnenill Spartanburg. 

9 i a, earn eeeaae Duncans. 

W. G. Sexton ae Spartanburg. 

a a Seen Glendale. 
Re acetate Pacolet. 

ee 4,” WEPOOT a acs Welford. 
See Spartanburg, 

S. A. Wideman....... scuiiaiiancsiashoile Woodruff, R.F.D. 
re Roebuck. 

G. BePots Wilsdn..c.000 Spartanburg. 

SUMTER. 


(SUMTER COUNTY MEDICAL SOCIETY.) 


























Secretary, Walter Cheyne, Sumter. 
S. C. Baker Sumter. 
eS a ee ..Sumter. 
Archie China Sumter. 
F, M. Dwight Wedgefield. 
R. B. Furman 
J. A. Mood Sumter. 
C. P. Osteen Sumter. 
M. L. Parler Wedgefield. 
P. M. Salley. Pinewood. 
J. C. Spann Sumter. 





| eee ene Sumter. 


“. 























UNION. 
(UNION COUNTY MEDICAL SOCIETY.) 
Secretary, Theo. Maddox, Union. 
7 of Eee Union. 

. R. Berry... —————<—- % 
M. W. Chambers.................. Jonesville. 
M. W. Culp Union. 

W. G. Fike.. :....Union. 
J. G. Going Union. 

. T. Hames Jonesville. 
Ae: aS eee 3 
J. T. Jeter Santuc. 
eR ON eee Union. 
I NE ai iicncacncnnmetseninceias Union. 

D. H. Montgomery...................... Union. 
S. G. Sarratt Union. 
a a E Jonesville. 
C. Torrence Union. 


YORK. 
(YORK COUNTY MEDICAL SOCIETY.) 
Secretary, J. R. Miller, Rock Hill. 


Se A ee: Yorkville. 
SO aT Clover. 

cs iis, ON Yorkville. 
Ss * ee Clover. 
ee ae Rock Hill. 
t. O. Cee Rock Hill. 
, ae OF ee: Rock Hill. 
pe 5 eae Clover. 
i. i. ae Rock Hill. 
(og i eS Tirza. 
=o See McConnellsville. 
se  ~ SeSeaeee Rock Hill. 
eae SS .-Rock Hill. 
J. D. McDowell... Yorkville. 
=  — eee Smyrna. 

is & — Sea ceeees, Rock Hill. 
E. W. a aa Clover 

; a A ee Sharon. 
“I Rock Hill. 
es - aes Yorkville. 
(ie ee ye: Hickorv Grove. 
a, Yorkville. 


HONORARY FELLOWS. 





1870 = nn Charleston. 
t..cnc8. Se eee. Charleston. 
TS 2 oe eee Catchall. 
ene A. A. Moore.............. Camden. 
= en. M. G. Salley............. Pinewood. 
Charleston. 
tas Anderson. 
...Claussens. 
win __.Newberry. 
eG Ce Aiken. 
1875... ae ...Manning Simons ....Charleston. 


The following Counties have not yet affiliated: 


Bamberg. Edgefield. 
Beaufort. Georgetown. 
Berkeley. Lancaster. 
Chesterfield. Orangeburg. 
Clarendon. Williamsburg. 
Darlington. 
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=——THE CAROLINA SANITARIUM——— : 

x 
L. G. CORBETT, M. D. : i 

: 

x 

x 

: 

A Comfortable Home Sanitarium for the special, : 
personal care and treatment of Alcoholic and Drug . 
Inebriates and Nervous Invalids. p: 
Location Ideal. Quiet and retired, yet ac- - 
: cessible. : “ 

x, x, 
i Pure Air. Pure Water. Climate delightfully : 

x x, 
: bracing all the year round. : - 
Modern electro-therapeutic appliances. 2 
Correspondence with physicians desired. st 
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405 Perry Ave., GREENVILLE, S.C. 3] o1 
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